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for the convalescent 








hemoglobin build-up 






PLUS nutritional support 




















Slow regeneration of blood is one of the most frequent—and often unappre- 
ciated—reasons for delayed and inadequate convalescence after both acute and 
prolonged illnesses as well as after surgery. This is not surprising since even in 


otherwise healthy individuals a drop of only 10 or 15 percent in the hemoglobin 





level commonly produces definite asthenia and easy fatigability. Cytora is of 
particular value for convalescents because it provides important factors necessary 
for rebuilding blood plus other dietary essentials; each Cytora tablet supplies liberal 
quantities of iron, folic acid, liver concentrate, vitamin C and five B-complex factors. 
The pharmaceutical skill exercised in compounding Cytora tablets assures optimal 
cbsorption of the active ingredients and minimizes gastric disturbances. Cytora also 
eliminates a senseless multiplication of medications for the convalescent who might 
otherwise require several individual medicinal agents to rebuild his blood and im- 


prove his nutrition. Cytora is cvailable in bottles of 100, 250, and 1000 tablets. 


ROCHE-ORGANON INC., ROCHE PARK, NUTLEY 10, N. J. 


DAILY DOSE (6 TABLETS) PROVIDES: 


Ferrous Sulfate 600.0 mg 

Folic Acid 4.5 mg 

Liver Concentrate 900.0 mg 

CYTORA =: ete 
Vitamin B, 6.0 mg 

Vitamin By 6.0 mg 

. Vitamin Bg 3.0 mg 

‘Roche-Or Pgason ‘ Pea oe 
alcium Pantothenate 6.0 mg 


plus other factors naturally 

present in liver concentrate 
Available in bottles of 

100, 250 and 1000 














1000 ec. flasks 
500 cc. flasks 
125 cc. flasks 
for hospitals 









The function of Amigen and Protolysate 
is to supply the amino acids essential 






for nutrition. Both can be given in place 
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or digested, or in addition to protein 
when the protein intake is insufficient. 
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PROTOLYSATE | 
ae or ‘Oral Administration = 
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Like Amigen, Protolysate is an enzymic 










digest of casein and consists of amino 












acids and polypeptides. Like Amigen, 





Naco. - 
EVANSVILLE, IND., U.S.A. 


Protolysate supplies the nitrogen es- _ MEAD JOHNSO' 




















sential for maintenance, repair and 
growth. 
Unlike Amigen, which may be em- 


ployed both orally and parenterally, 1 Ib, cans at drug stores 
Protolysate is designed only for oral 
use. 


MEAD JOHNSON & CO., EVANSVILLE 21, INDIANA 


There is no shortage now of AMIGEN for parenteral use. There is no shortage now of PROTOLYSATE for oral use. 


1A 















when 
vascular 
walls 
weaken 


SQUIBB tablets of rutin and ascorbic acid 


20/100 60/300 


A new therapeutic combination of rutin and ascorbic acid, gen- , 
erally effective in restoring and maintaining capillary integrity. J 
Many cases of increased capillary fragility or permeability re- 

spond to rutin therapy, but rutin alone appears to be less effec- 

tive until any existing ascorbic acid deficiency is corrected.’ 


Minimizes danger of vascular accidents 


Rutorbin is useful for prophylaxis and therapy of hypertensive 
patients with increased capillary fragility, a group especially 
predisposed to retinal hemorrhage, apoplexy and death.’ Re- 
storation of capillary integrity with Rutorbin minimizes the 
danger of such vascular accidents. Rutorbin has no hypoten- 
sive effect. It is nontoxic, easy to take, and well adapted for 
prolonged maintenance therapy. 

Rutorbin is indicated in other conditions accompanied by 
increased capillary fragility: diabetic retinitis, purpura, and | 
drug idiosyncrasy (thiocyanates, arsenicals, etc. ). ) 


Available as Rutorbin Tablets 20/100 (20 mg. rutin, 100 mg. ascorbic 


acid). Bottles of 100. Also Rutorbin Tablets 60/300 (60 mg. rutin, 
800 mg. ascorbic acid). Bottles of 50. 


Sat IBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


1. Couch, J. F., et ale: Bur. of Agric. & Indus. Chem., U. S. Dept. of Agriculture. Al1C-115 (April) } 
1946. 2. Griffith, J. Q., Jr., and Lindauer, M.A.:; Am. Heart J. 28:758 (Dec.) 1944 




































s an aqueous solution of 
. fat-soluble and 

water-soluble vitamins | 
for intramuscular injection* 


Each 2 cc. ampul provides 
“ 3 : in aqueous solution: 
Vitamin A—10,000 U.S.P. Units 
Vitamin D —1,000 U.S.P. Units 
Thiamine HCI (B,)—10 mg. 
Riboflavin (B,)— 1 mg. 
Pyridoxine HCI (B,)—— 3 mg. 
Niacinamide—20 mg. 

Ascorbic Acid (C)—50 mg. 
Alpha-Tocopherol (E)— 2 mg. 


for intramuscular injection 








1. Ready to inject—no mixing, 
no diluting, no heating. 


2. Free from local irritation, characteristic 
of parenteral oil solutions. 


*special process developed in 
U. S. Vitamin Corporation research laboratories 
and protected by U. S. Patent No, 2,417,299. 


e e ¢ 
u. Ss vitamin corporation 
casimir funk laboratories, inc. (affiliate) 
250 E. 43rd Street @ New York 17,N.Y. 
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DEPENDABLE DIGITALIZATION 


The uniform potency of ‘Crystodigin’ (Crystalline 
Digitoxin, Lilly) from lot to lot and from year to year 
assures completely dependable digitalization. This advantage 
results from its purity, which allows the potency and dosage 


to be expressed in terms of weight rather than in units. 


‘Crystodigin’ is slowly eliminated, a desirable property in 
that it permits maintenance of an even digitalization 

of the patient with one daily dose. Absorption is practically 
complete following oral administration. Tablets ‘Crystodigin’ 
are equally as effective as comparable doses given by vein. 
‘Crystodigin’ is available in 0.1-mg. and 0.2-mg. tablets 

and as Ampoules ‘Crystodigin,’ 0.2 mg., 1 cc., and in 10-ce. 


rubber-stoppered ampoules containing 0.2 mg. per cc. 





ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. a 
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Angina 
- Pectoris 


In Angina Pectoris the incapacitating symp- 
toms frequently may be prevented by ap- 
propriately regulated administration of a 
vasodilator having a sustained effect. This 
type of medication may be indicated: 


FOR THE PERSON 

@ who suffers “indigestion” and “gas” after a 
heavy meal. 

@ who is compelled to stop and rest when climb- 
ing a flight of stairs. 

@ who is stricken with precordial pain on un- 
usual exertion or emotion, or when exposed 
to cold. 


The vasodilatation produced by Erythrol 





Tetranitrate Merck (Erythrityl Tetrani- 
trate Tablets U.S.P.) begins about 15 min- 
utes after administration, and lasts from 
3 to 4 hours. 


Experience has shown that the acute 
attack of anginal pain is most readily re- 
lieved by the prompt removal of the pro- 
vocative factor, and by the use of organic 
nitrates or nitrites. For prophylactic pur- 
poses—to control anticipated paroxysms— 
the delayed but prolonged action of Ery- 
throl Tetranitrate is reported as especially 
useful. Erythrol Tetranitrate, because of its 
slow and prolonged action, also is of value 
for preventing nocturnal attacks. 





MERCK 


(ERYTHRITYL TETRANITRATE U.S. P.) 





Cou nel 1ER Be’ heceft led 
~ 


MERCK & CO., Inc. 
Manu actuxing Chemists 





ERYTHROL TETRANITRATE | 


RAHWAY, NEW JERSEY 












for ‘B’ therapy 


Now... with the addition of ‘Beminal’ fortified with Iron, Liver and 
Folic Acid ...the ‘Beminal’ family offers six distinctive forms and 
potencies. ‘Beminal’ fortified with Iron, Liver and Folic Acid will 
prove especially suitable in the prevention and treatment of iron- 
deficiency anemias, certain macrocytic anemias, and as adjunctive 
therapy in pernicious anemia. Beginning with the newest member, 
the following are the six dosage forms and potencies now available: 


‘Beminal’ fortified with Iron, Liver and Folic Acid (Capsules) no. 821 
‘Beminal’ Forte with Vitamin C (Capsules) no. 817 

‘Beminal’ Forte Injectable Dried no. 495 

‘Beminal’ Granules no. 925, 

‘Beminal’ fortified with Iron and Liver (Capsules) no. 816 

‘Beminal’ Tablets no. 815, 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16 








LIVER PROTEIN HYDROLYSATE, MALT AND THIAMINE 


When nutrition is in doubt, consultants can agree upon 
the use of an amino acid preparation that possesses 
these advantages— palatability, solubility, effective- 
ness when given orally, provision of essential vitamins 
and Jow salt content. 


LEDINAC Liver Protein Hydrolysate Lederle possesses 
all these advantages. It may be readily mixed with 
milk, fruit juices, or vegetable juices, or may be sprinkled 
on cereals, and thus become a pleasing addition to 
the diet. 


The indications for amino acids include use in hypo- 
proteinemia, gastrointestinal malabsorption, preopera- 
tive and postoperative care, the healing of wounds, 
hypermetabolism, protein starvation, edema due to 
kidney disease, and in many other situations. 

Containers of 4% lb. and 5 lbs. 


*REG. U.S, PAT. OFF. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 





Mopvern DIGITALIS THERAPY... 


reduces dosage 


... disability 








Simplicity of administration with 
dosage by weight and effect in hours 
—together with virtual freedom from 
locally induced nausea or vomiting 
—makes Digitaline Nativelle a prep- 
aration ofchoice whereverand when- 
ever digitalis therapy is indicated. 
In developing the first clinically- 


proven active principle of digitalis 


purpurea, Digitaline Nativelle has 
provided the medical profession 


with a major advance in the treat- 


SIMPLICITY OF ADMINISTRATION 


RAPID DIGITALIZATION ... 1.2 mg. in 
equally divided doses of 0.6 mg. at 
three-hour intervals. 


MAINTENANCE: 0.1 or 0.2 mg. daily de- 
pending upon patient’s response. 


CHANGE-OVER: 0.1 or 0.2 mg. of Digi- 
taline Nativelle may advantageously re- 
place present maintenance dosage of 
0.1 gm. or 0.2 gm. of whole leaf. 


Supplied through all pharmacies in 0.1 mg. pink 
tablets and 0.2 mg. white tablets — in bottles of 40 
and 250, In ampules of 0.2 mg. (1 cc.) and 0.4 mg. 
(2 cc.) —in packages of 6 or 50. VARICK PHARMA- 
CAL CO., INC, (Division of E, Fougera & Co., Inc.) 
75 Varick Street, New York, New York. 





to hours! 


ment of cardiac decompensation. 
Utilizing the active principle, Digi- 
taline Nativelle acts uniformly 


whether administered by mouth or 


by vein. 
Prescribed . . . for these 
5 advantages: 
1. Uniform potency by weight. 


2. Identical dosage and effect when given 
intravenously or by mouth. 


3. Virtual freedom from gastric upsets 
and other untoward side effects. 


4. Absorption and action is rapid, uni- 
form, determinable by the clock. 


5. Active principle enthusiastically ac- 
cepted by leading cardiologists. 


heitaline 


to milligrams 





Nativelle 


. active glycoside of digitalis purpurea 


(digitoxin) 
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one of the reasons why you get 


quick results with Feosol Tablets 


Feosol Tablets’ special vehicle and coating 

ensure disintegration in the 

acid medium of the stomach and upper duodenum 
—the region most favorable to iron absorption. 
That is one of the principal reasons why 

Feosol Tablets achieve such rapid hemoglobin 
regeneration, such prompt reticulocyte response. 


Smith, Kline & French Laboratories, Philadelphia 


Fe 0Sol Ta b ets the standard form of iron therapy 


Microphotograph of cross section of Feosol Tablet 

A special protective coating of fatty ; 

esters prevents oxidation of the 1 Outer coating 
ferrous sulfate to the relatively 


ineffective ferric form. 


2 Under coating 


3 Protective fatty esters 


4 Compressed ferrous sulfate 





SHOU HSING CHINESE GOD OF LONGEVITY 


ORETON... 


(testosterone propionate) 


of the natural testicular hormone in 
the form of the propionic acid ester 
of the true primary male sex 
hormone. ORETON* dupli- 

cates the activity of the naturally 
circulating male hormone in 
clinical effect. Where once it was 
believed that this action was 
limited to reproductive organs and 
secondary sex characteristics, now 
it is apparent that ORETON has far- 
reaching metabolic effects, 
identical with those of testos- 


terone in the male. 


In the androgen-deficient patient, 


has been shown to be capable of 


e promoting weight-gain’ 

e raising the metabolic rate’ 

e rebuilding muscle substance’ 
e increasing energy and vigor’ 


Such properties are valuable not only in promoting 
fullest correction of hypogonadal states but also in 
checking certain metabolic deteriorations in the aged. 
PACKAGING: Ampuls of 1 ce., each cc. containing 5, 10 or 
25 mg.; boxes of 3, 6 and 50 ampuls. Also multiple dose vials 
of 10 cc., each ec. containing 25 or 50 mg.; boxes of 1 vial. 
Bibliography: (1) McCullagh, E. P., and McGurl, F. J.: Endo- 
crinology 26:377, 1940. (2) Thompson, W. O., and Heckel, N. 
J.: J.A.M.A. 113:2124, 1939. (3) Goldzieher, M. A.: Geriatrics 
1:226, 1946. 
*® 

CORPORATION e¢ BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 





EFFECTIVE URINARY ANTISEPSIS 
svstdoue OCCURRENCE OF 


DRUG-FASTNESS 


MANDELAMINE 


REG. U. S. PAT. OFF. 


Brand of Hexydaline 
(Methenamine Mandelate ) 


Clinicians recognize that the value of many otherwise 
effective antibacterial agents is limited by the poten- 
tial development of drug-fastness. 


MANDELAMINE* therapy is conspicuously free of this 
disadvantage!}*—a feature that is especially welcome 
when therapy is prolonged or must be repeated. MAN- 
DELAMINE exhibits a broad range of therapeutic activ- 
ity, is well tolerated, and is virtually nontoxic in rec- 
ommended doses. 


MANDELAMINE offers these 6 outstanding advantages: 


1. No gastric upset 4. No fluid regulation—no 

2. Wide antibacterial range dietary restriction 

3. No accessory acidification 5. No danger of drug-fastness 
(except when urea-splitting 6, Simple oral dosage—8 or 4 
organisms are present) tablets three times a day 


Suppuiep: Enteric-coated tablets of 0.25 Gm. (3% grains) 
each, in packages of 120 tablets sanitaped; bottles of 500 
and 1,000 tablets. 

*MANDELAMINE is the registered trademark of Nepera Chemical Co., 
Inc., for its brand of Hexydaline. 


1. Duca, C. J., and Scudi, J. V.: Proc. Soc. Exper. Biol. & Med. 
66: 123 (1947). ; 
2. Scudi, J. V., and Duca, C. J.: J. Urol. (to be published). 


NEPERA CHEMICAL CO., INC. 


Manufacturing Chemists 
NEPERA PARK YONKERS 2, N. Y. 








why do patients cooperate ¢ 





ERIZED.... 





BECAUSE Protinal Powder is so delicious, patients actually 
look forward to taking it. They prefer its delicately 
sweetened flavor and appetizing consistency, and continue 
to enjoy taking adequate amounts to maintain a normal 
nitrogen balance. 

Furthermore, Protinal Powder mixes far more readily 
with water, milk or other foods than do ordinary granule 
preparations and is digested rapidly and completely. 

Protinal Powder supplies all of the protein components 
necessary to maintain life and growth. An invaluable 
therapeutic agent to insure a normal rate of tissue growth 
and repair in infectious diseases, convalescence, pregnancy, 


lactation, anemia, hemorrhages, surgery; in pediatrics and 


geriatrics. 
TASTE Average Dose: 2 tablespoonfuls 3 or 4 times 
SAMPLES daily in water, milk or other food. Protinal 
AVAILABLE Powder is available in 8 oz., 1 lb. and 5 Ib. 
UPON REQUEST bottles (chocolate or vanillin flavored). 


THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 
PHARMACEUTICALS, BIOLOGICALS, BIOCHEMICALS FOR THE MEDICAL PROFESSION 
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Although it has long been recognized that the dietary must contain 
appreciable amounts of biologically complete protein, only recently 
has the importance of simultaneous availability of the essential amino 
acids been established. In the light of recent investigations,* failure to 
provide the organism with the ten essential amino acids at the same time 
results in inability to synthesize protein, and makes positive nitrogen 
balance virtually impossible despite what may be regarded as adequate 
amounts of protein in the dietary. 


These studies disclosed that tissue synthesis in protein-depleted rats 
proceeded rapidly when the basal ration was supplemented with the 
ten indispensable amino acids. When, however, these ten amino acids 
were divided into two groups, the first containing five and the second 
group the remaining five amino acids, alternate feedings with groups I 
and II at intervals as short as two hours produced startling results: the 
rats either continued on their downward nutritional trend or could 
barely maintain their weight. These experiments indicate that ingestion 
and absorption of all the essential amino acids must be synchronous for 
optimal utilization in tissue synthesis, and that protein waste will occur 
if ingestion is not properly timed. 


In the light of these observations the presence of high quality protein 
foods in the daily dietary gains new significance, because biologically 
complete protein permits simultaneous utilization of all essential amino 
acids, making for most efficient nitrogen metabolism. The inclusion of 
complete protein in the dietary gives absolute assurance of simultaneous 
availability of all essential amino acids. 


Meat is man’s preferred source of biologically complete protein, 
capable—regardless of cut or kind—of improving the quality of less 
complete proteins supplied by many other. foods. 


*Cannon, P.R.; Steffee, C.H.; Frazier, L.E.; Rowley, D.A., and Stepto, R.C.: The Influence of Time of 
aoe of Essential Amino Acids upon Utilization in Tissue-Synthesis, Federation Proc. 6:390, 
1947. 


Cannon, P.R.: Amino Acid Utilization in the Surgical Patient, J.A.M.A. 135:1043 (Dec. 20) 1947. 


The Seal of Acceptance denotes that the nutti- gems, 
tional statements made in this advertisement [SaaS 


‘ = oO Jey 
are acceptable to the Council on Foods and 3 wuTiTion 

e . . . . % ye 
Nutrition of the American Medical Association. T meoIeAN 
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American Meat Institute 
Main Office, Chicago ... Members Throughout the United States 


















“Amazing discrepancies ... usually exist between the food the patient 


eats and that which the surgeon [or physician] thinks the patient eats.” 


Among medical and surgical patients, it is particularly important to 
eliminate any discrepancy between vitamin needs and vitamin intake 
by reinforcing a good diet with multivitamins in therapeutic potencies. 
“A good capsule of this type is Upjohn’s Zymacaps.”? 


1. Canada M. A. J. 54:283 (Mar.) 1946. 
2. J. South Carolina M. A, 44:17 (Jan.) 1948. 


Each Zymacap* provides: 


Vitamin A 12,500 U.S. P. units 
Vitamin D : 1,000 U. S. P. units 
Thiamine Hydrochloride 5 mg. 
Rapomevmis:.:....-..-..... 5 mg. 
Pyridoxine Hydrochloride 2 mg. 
Calcium Pantothenate 10 mg. 
Nicotinamide 30 mg. 
Ascorbic Acid : 100 mg. 


Available in bottles of 24, 100, and 250. 
* Trademark, Reg. U. S. Pat. Off. 


e 
Upj ohn fine pharmaceuticals since 1886 





KALAMAZOO 99, MICHIGAN 


ymacaps 















= OF LIVER —T'wo pounds of edible beef 


BEPRON’ liver go into each pint of Bepron Fortified. 


FORTIFIED 
Fractionation is reduced to the minimum. 
A high degree of palatability is achieved. 
When you prescribe Bepron your anemia 


patients get the equivalent of 2 ounces of 


TIGHTLY CLOSED: 
WYETH INCORPORATED 
" PHILADELPHIA, PA. 


whole liver in each fluidounce, the daily dose. 

This daily dose also supplies 3 grains of 
saccharated ferrous iron, free of unpleas- 
ant taste (equivalent to 9.6 grains of dried 
ferrous sulfate), and contains 5 mg. of folic acid, 2 mg. 
of thiamine hydrochloride, 2 mg. of riboflavin, 15 mg. 


of niacinamide. 


a 




















FORTTIFIEeD ' 





WYETH INCORPORATED \ijech | PHILADELPHIA 3, PA. i 
® 
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the most economical form 


of male hormone therapy 


METANDREN 
LINGUETS 


@ Avoid hepatic inactivation 


@ Simulate natural secretion 


THE MOLAR 


“ EN ” 
sos BETWE D CHEEK eee 


TEETH AN 
The Linguet containing methyltestosterone 
is placed in the space between the molar teeth and 
cheek, a natural buccal pocket. Dissolving 
slowly, the drug enters the systemic circulation, largely 
avoiding inactivation in the liver and intestinal tract. 
Dosage is therefore approximately one-half that 
required when tablets are ingested . . . “the most 
economical and also efficient way of administering 
testosterone . . .”2 
1. Lisser, H.: Calif. & West. Med., 64: 177, 1946. 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 


Ciba 


METANDREN, LINGUETS—Trade Marks Reg. U.S. Pat. Off. 
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TO BREAK 
THE VICIOUS CIRCLE 


BRAND - REG. U.S. PAT. OFF. 


(deoxycholic acid combined with aloes) 


@ When poor hygiene and faulty bowel habits 
are retarding regular elimination, Cholmodin 
will aid in restoring normal bowel function by 
mild stimulation of the large intestine with a 
minimum of disturbance to the balance of the 


intestinal tract. 


For the inactive patient—the convalescent, the 
postoperative case, the elderly patient, the cardiac 
—Cholmodin supplies bowel assistance without 


discomfort. 


Each Cholmodin tablet contains deoxycholic acid 
(1% er.), a natural eliminant, and extract of 


aloes (*4 gr.), the gentle colon stimulant. 


Available in bottles of 50 and 500 tablets. 


AMES COMPANY, INC. exkuart, INDIANA 
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in modern diuretic therapy 


Timely injections of MERCUHYDRIN combat the rising tides of 
edematous fluid and check recurrences by mobilizing water-binding 
sodium’ and stimulating its urinary excretion. 


MERCUHYDRIN facilitates the recommended frequent-dosage 

_schedules* of modern diuretic therapy. Convenience, high local 
tolerance®* “° and increased safety of the intramuscular route® foster 

the maintenance of a relatively constant level of body fluid by repeated 
injections,’ thus sparing patients the distressing consequences of 
intermittent massive diuresis. 


Prompt inauguration of MERCUHYDRIN diuresis in cardiac patients 
exhibiting nocturnal dyspnea, orthopnea, pulmonary rales, cardiac 
asthma and insomnia relieves discomfort and prolongs life.* 


ERCULYDRIN * 


well tolerated locally, a dineltic of chotce 


Administration prior to or concurrently with digitalization avoids 
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OLD AGE: THE LAST STAND OF 
THE TUBERCLE BACILLUS 


J. Arthur Myers, m.p.* 


On Apri 25, 1946, a woman of 83 years reported for examination because 
of a fluctuant mass on the extensor surface of the forearm just distal to the 
elbow. This had been present for about one year. One month previously a 
mass appeared in the left cervical region anterior to the sternomastoid 
muscle, ruptured, and had continued to drain. Later an enlargement was 
palpated near the angle of the right mandible. This was painless and did not 
fluctuate at the time of our examination. From the mass near the left elbow, 
25 cc. of thick, yellow pus was aspirated. The bacteriological examination 
revealed tubercle bacilli and biopsy disclosed tubercles with caseous centers. 
Evidence of considerable destruction of the ulna underlying the mass was 
seen on x-ray inspection. The left side of the diaphragm was elevated, the 
costophrenic angle obliterated, the pleura thickened, evidence of calcification 
was seen in each lung and probable fibrosis in the left upper lobe which could 
represent tuberculous processes. She reacted to 0.1 milligram of tuberculin. 

There was no history of tuberculosis in her family. At no previous time 
had she been examined for tuberculosis—not even a tuberculin test had been 
administered. Therefore, it was impossible to determine when she first be- 
came infected with tubercle bacilli. However, one might presume that this 
was at an early age. She was born on July 12, 1862, and was reared on a 
farm in Norway. In 1892 Bang presented his memorable work on tuber- 
culosis among cattle in Denmark, and there was abundant evidence that 
this disease had for a long time been rife among humans and the domestic 
animals of Scandinavia. 


RESPONSIBLE TYPES OF BACILLI 


Our patient may have been infected with either the bovine or the human 
type of tubercle bacillus as a child or young adult and the descendants of 
those organisms resulted in the disease that incapacitated her at the age of 
83 years. Although a request was made that the laboratory attempt to type 
the tubercle bacilli, this was overlooked. If this woman was actually infected 
with the bovine type of tubercle bacilli as a child, one questions whether they 
would have retained their characteristics after having resided generation 
after generation in human tissues for 75 years or more. 


Presented in part before the Fourth Annual Meeting, American Geriatrics Society, At- 
lantic City, June 6, 1947. 

*From the Department of Internal Medicine and the School of Public Health, Univer- 
sity of Minnesota; Associate Editor, Geriatrics. 
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It is now known that a good deal of tuberculosis among humans in 
Scandinavia has been due to the bovine type of tubercle bacillus. Holm says 
that in those parts of Denmark where tuberculosis among cattle has been 
highly prevalent, nearly half of the cases of pulmonary tuberculosis in farmers 
have been shown to be produced by the bovine type of tubercle bacillus. He 
says further that most likely tuberculosis among cattle has been responsible 
for the fact that in some parts of Denmark the tuberculosis morbidity and 
mortality were greater in the rural districts than in the towns. Among 11,072 
persons with pulmonary tuberculosis who were alive on January 1, 1944, 
cultivation only of tubercle bacilli revealed that about 3.5 per cent had the 
bovine type. From actual typings made in the State Serum. Institute in 
Copenhagen since 1932, among 18,231 cases of pulmonary tuberculosis, 
bovine type of organisms were found in 4.1 per cent, whereas among 4,186 
cases of extrapulmonary disease the bovine type of bacillus was recovered 
in 19.8 per cent. In this group the highest percentage, 34.2, was among those 
with cervical lymph node tuberculosis. 

In 1942 Hedvall of Sweden published a monogram reporting 94 per- 
sons with the bovine type of tuberculosis. He demonstrated that tuberculosis 
of bovine origin in man shows complete agreement with the corresponding 
forms due to the human type of bacillus. The only possibility of establishing 
the diagnosis is by typing the organisms as had also been found by Griffith. 
Thus the former belief that the bovine type of tubercle bacillus has a low 
virulence for man is untenable. Hedvall demonstrated that the bovine type 
of tubercle bacillus can be transmitted from cattle to man, from man to man, 
and from man back to cattle. To solve his problem he says it is imperative 
that the campaign against tuberculosis in cattle be carried on with the greatest 
energy and that the goal must be the extermination of these infected animals. 

The bovine type of tuberculosis in man has also been found serious in 
other parts of the world. For example, in 1937 Griffith of Cambridge, Eng- 
land, pointed out that in his country approximately 50 per cent of lesions 
of the cervical lymph nodes and the skin, 25 per cent of the cases of fatal 
meningitis, 20 per cent of lesions in the bones and joints and genito-urinary 
tract and 1 to 6 per cent of pulmonary lesions were caused by the bovine type 
of tubercle bacillus. Later Griffith and Munro investigated 6,963 cases of 
pulmonary tuberculosis in Great Britain and found 241 of them expectorat- 
ing the bovine type of tubercle bacillus. In the same year Cutbill and Lynn 
studied 2,101 cases of pulmonary tuberculosis in a sanatorium and found that 
2.28 per cent were caused by the bovine type of bacillus. 

During the first few years of the recent war in England there was a 
relative increase of 50 per cent in tuberculous meningitis among children 
up to the age of 10 years. The Committee on Tuberculosis in Wartime of the 
British Research Council pointed out that city children previously supplied 
with pasteurized milk were evacuated to the country where they consumed 
raw milk. Examination of milk from individual herds showed that an aver- 
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age of over 6 per cent of all farms were producing milk containing tubercle 
bacilli. Moreover, the bulk milk which was sold represented the mixed milk 
of 20 or more herds. Therefore nearly all bulk milk was contaminated with 
bovine type of tubercle bacilli. While not all of the meningitis was caused by 
the bovine type of bacillus, due weight was given to this organism as an 
important factor. 

In the United States the bovine type of tubercle bacillus has long been 
known to cause serious disease in humans. Indeed, it was Ravenell who first 
proved to the world (1902) that it is significantly pathogenic for humans. 
In 1910, Park of the New York City Department of Health stated that about 
10 per cent of all infants who succumbed to tuberculosis died from milk in- 
fection. He and Krumwiede made bacteriological studies and reviewed similar 
work of others on 1,511 cases and found that 66 per cent of generalized 
tuberculosis in children was due to the bovine type of bacillus. Chang of 
Massachusetts (1933) found in 200 cases of extrapulmonary tuberculosis 
the bovine type of bacillus was responsible in 71 per cent of patients from 
one to five years and 11 per cent in persons over 17 years. The average for 
all age periods was 27.5 per cent. 

Although in most parts of this country for many years it has been rare 
for humans to become infected with the bovine type of tubercle bacilli con- 
tracted from cattle, there may now exist in the bodies of older people residual 
tuberculous lesions of the primary or reinfection type harboring bovine type 
of tubercle bacilli which are capable of reactivation with resulting clinical 
lesions and contagious disease. Indeed, one of Griffith’s cases in England was 
72 years old, and three of Hedvall’s cases in Sweden were 52, 62 and 68 
years old. Holm states that among 139 patients of 70 years or over in Den- 
mark with pulmonary tuberculosis, 6.5 per cent had the bovine type of 
disease. 

Tice and Horton of the State of New York have reported the case of a 
man of about 50 years who was severely exposed to tuberculosis among his 
cattle in 1929. He was then in good health and remained so for many years. 
However, in 1942 his previously clean herd of cattle began to show an occa- 
sional reactor to tuberculin. A careful search revealed no source of the 
infections among the animal associates. Finally Dr. Tice, whose work con- 
sists of investigating problem herds, suspected the owner as the source of 
infection of the cattle. This man was found to have bilateral pulmonary tuber- 
culosis. His sputum contained tubercle bacilli which were of the bovine type. 
He apparently transmitted tubercle bacilli to 97 head of cattle which had to 
be slaughtered because of the tuberculin reaction. Presumably this man de- 
veloped lesions from the bovine type of tubercle bacilli to which he was 
exposed during and prior to 1929. He evidently carried residual lesions and 
the disease becanfe contagious about 1942. 

Horton is now exploring an important field and already he has dis- 
covered that 11 persons, in addition to the one already cited, in the Homer 
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Folks Sanatorium at Oneonta, New York, have pulmonary tuberculosis due 
to the bovine type of tubercle bacillus. Dr. Horton’s detailed medical report 
of these cases is eagerly awaited, as it will doubtless present the best methods 
of typing tubercle bacilli and will establish a procedure which many others 
can follow in an attempt to determine how prevalent residual bovine tuber- 
culosis in man is in this country. 


ATTACKS Many Parts oF HuMAN Bopy 


Tuberculosis in all of its forms and manifestations occurs among elderly 
people. Primary infections with demonstrable lesions may appear in this 
age period. In our experience the adult tolerates primary tuberculosis in the 
same manner as the child. Thus non-reactors become reactors to tuberculin 
with or without x-ray shadows. The acute forms of the disease which are 
often seen soon after primary lesions develop or at any subsequent time, such 
as miliary tuberculosis, meningitis, pneumonia and pleural effusion, occur 
in the aged. More than 30 years ago Braun pointed out that in the Depart- 
ment of Pathology of the Basle University, over 14 per cent of all the cases 
of acute generalized miliary tuberculosis found at postmortem were in the 
bodies of persons above the age of 60 years. Tuberculous meningitis is by 
no means rare among elderly people. Pleurisy with effusion is not uncom- 
mon. I have aspirated the chest of a physician of 84 years who had pulmonary 
tuberculosis first diagnosed in 1890 when he was a medical student. 

Among older persons chronic forms of the disease may appear in the 
bones and joints, genito-urinary tract, the lungs, and, in fact, in any part 
where tuberculous lesions develop in earlier life. In addition to endogenous 
reinfections first appearing during old age there is an accruement of chronic 
lesions which developed in earlier life and were brought at least partially 
under control by the natural defense mechanism with or without treatment, 
but they still cast x-ray shadows. 


PREVALENCE AT NECROPSY 


In 1911 Oppenheim and Coz reported on necropsies of 260 bodies of 
persons who died beyond the age of 60 years. Progressive tuberculous lesions 
were found in 83 (31.9 per cent). In 17.7 per cent of the 260, death was 
caused by tuberculosis. 

Moran found that among 245 necropsies of persons who died in an 
institution for the mentally ill, 52 had active tuberculosis, while among 389 
who died in a general hospital, 59 had active disease. The average age of the 
entire 111 patients at the time of death was 51.9 years. This is not surprising, 
because the age at which clinical tuberculosis causes illness and death has 
shifted upward during the past three decades. 

Medlar reports 1,332 postmortem examinations which revealed 61 per- 
sons (4.58 per cent) with tuberculous pulmonary cavities. No person under 











LAST STAND OF TUBERCLE BACILLUS 201 
the age of 20 presented a cavity. Forty-five of the 61 were over 40 years 
of age. None of these persons had died from tuberculosis. In fact, these were 
unexpected and usually sudden deaths. Medlar points out how so many 
such cases in the population at large complicates the tuberculosis control 
problem. 

Medlar’s excellent analysis of 14,719 necropsies in private and general 
hospitals in New York City and vicinity, in which he compares those that 
were done from 1916-1920 with those between 1940 and 1945 is most reveal- 
ing. Among those who had died under the age of 10 years, pathologically 
significant tuberculosis was less frequently found in the 1940-45 group. These 
autopsy findings therefore indicate the protection that has been afforded in- 
fants and children in New York has been effective, as do mortality rates in 
that city. Among the children under 15 years of age in 1915, 1,200 died from 
tuberculosis, but only 38 in 1946. Throughout this period the number of 
children at this age has remained fairly constant, at approximately 1,500,000. 
In New York City there is also evidence that the infection attack rate among 
children has markedly decreased since 1915. No endogenous reinfections can 
result in illness and death where there is no primary tuberculosis. The pro- 
tection offered to children has been so effective that a relatively small number 
now have primary tuberculous lesions (tuberculous infection), and therefore 
a correspondingly low incidence of pathologically significant lesions are seen 
at necropsy. Wherever children have been protected against tuberculosis this 
situation can be observed. Obviously, the longer these protective measures 
have been in effect, the further into life’s span this low incidence of tuber- 
culosis extends. Indeed, in the Midwest and West of the United States there 
are areas where only 5 to 10 per cent of the persons of 19 or 20 years have 
primary tuberculosis as manifested by the tuberculin reaction. Thus clinical 
tuberculosis among teen age girls and boys, once a serious problem, has now 
become a rare disease, and the incidence of pathological significant tuber- 
culosis found at necropsy in this age period is extremely low. 

Medlar observed that among persons who had died after the age of 50 
years more pathologically significant tuberculosis was present in those ex- 
amined from 1940 to 1945 than in those from 1916 to 1920. This is exactly 
what one might expect to find in any community where an effective tuber- 
culosis control program has been in effect for only two or three decades for 
the following reasons: (1) There is probably as much residual tuberculosis 
among humans in this age group now as among those of the same age from 
1916 to 1920. Probably both groups had approximately the same exposure 
in childhood and young adulthood. Certainly those now over 50 years were 
afforded little protection against the human and the bovine types of tubercle 
bacilli as infants or children. Therefore, the majority of them probably de- 
veloped primary lesions, and in some there still reside the descendants of the 
tubercle bacilli which initially infected them. 

(2) The lives of many more persons extend into the period beyond 50 
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years than was true from 1916 to 1920, and thus more tuberculous lesions 
have time to mature. Therefore, one would expect to find more clinically and 
pathologically significant tuberculosis among the old people of today than 
among those of a quarter of a century ago. 

The point of great significance which Moran and Medlar emphasize is 
that adequate examination of all persons beyond the age of 40 or 50 years 
and the proper disposition of those with contagious disease are an essential 
part of the tuberculosis control program of any community. (Numerous 
other reports have been made on necropsy findings, some of which are dis- 
cussed in Geriatrics, January 1946, Vol. 1, No. 1.) 


Cases DETECTED DURING LIFE 


Jennings and Jennings recite a survey of 1000 persons over 45 years 
of age when admitted to a tuberculosis sanatorium. Among them 875 had 
pulmonary tuberculosis ; 42, extrapulmonary disease; 40, non-clinical or sus- 
pected tuberculosis ; and the remaining 43 were non-tuberculous. Of the 875 
who had pulmonary tuberculosis 823 (94 per cent) had the disease in the 
advanced stage. Therefore among the 1000 persons who were admitted to the 
sanatorium, 823 were potential if not actual sources of tuberculous infection 
in their communities. 

Miller and Henderson reported that significant and active tuberculosis 
was found approximately three times as often in persons over 40 as among 
those under that age in the group they studied. Therefore they recommend 
more vigorous case-finding in the higher age groups. Among 135 tuberculous 
patients of 60 years or older, Wiese observed that 77 had tubercle bacilli 
in the sputum. These 135 patients had complained of symptoms from three 
weeks to 366 months, or an average of 41.6 months before they were hos- 
pitalized. He points out that it is reasonable to assume that in the near future 
one of geriatrics’ major problems, at least from the standpoint of prophylaxis, 
will be tuberculosis in the aged. 

Of those admitted to military service only about one-tenth as many 
broke down from tuberculosis during the early part of World War II as in 
World War I. The interpretation of this situation deserves extreme caution. 
One must not overlook the fact that a tremendous volume of work has been 
done to protect the girls and boys of this country against the tubercle bacillus 
over the past 25 or 30 years. Therefore the majority of them have grown 
into adulthood without being infected with this organism. Thus the poten- 
tiality of developing clinical tuberculosis has greatly lessened in this age 
period. In fact, Long observed that the tuberculosis rate for men over 40 
years was eight times as high as that for those under 20. If the World War II 
draft had included only older individuals, much more tuberculosis would 
have been found at induction centers and a higher percentage would have 
broken down from this disease during the service because the potentialities 
are many times greater in the older age group. 
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DIAGNOSIS 

The diagnosis of tuberculosis among elderly persons is made in the same 
manner as in earlier periods of life. The tuberculin reaction has precisely the 
same significance as it does in children, namely, that primary tuberculous 
lesions are present and contain living tubercle bacilli. Inasmuch as in long- 
standing lesions, where neither exogenous or endogenous reinfections have 
occurred, the degree of allergy may wane, larger doses of tuberculin are some- 
times necessary to elicit sensitivity in some older people than in the young. 

The frequently expressed belief that all elderly persons in this country 
would react to tuberculin if tested is erroneous. In some areas a considerable 
percentage of them have not been primarily infected. Moreover, there is good 
evidence that all tubercle bacilli die in the primary lesions of many people, 
after which sensitivity to tuberculoprotein wanes and disappears. Therefore 
some old people who do not react to tuberculin may have passed through this 
experience. Thus the tuberculin test is just as important in determining the 
presence or absence of tuberculosis among elderly people as it is in the earlier 
decades of life. 

X-ray inspection of the chest has the same values and limitations among 
older persons as in the young. It may show the presence of lesions in the total 
absence of symptoms or signs by the various phases of the conventional exam- 
ination. These shadows, however, are not pathognomonic, and therefore diag- 
nosis is never justified from them alone. The finding of acid-fast bacilli in 
the sputum justifies only a presumptive diagnosis of tuberculosis. Cultures, 
and preferably animal inoculation, are necessary for the final diagnosis. The 
sputum should also be searched for malignant cells, as cancer may be diag- 
nosed in this manner, as shown by such workers as Herbut and Clerf and 
Farber et al. Bronchoscopic inspection may be necessary, and biopsy material 
procured at the same time may provide the final diagnostic evidence. A diag- 
nosis of tuberculosis in an elderly person is never justified unless the tissues 
react to tuberculin or tubercle bacilli are recovered. These are the only two 
specific findings for tuberculosis. 

Some mass surveys in recent years have revealed a disproportionately 
large number of lesions among persons in the later decades of life, some of 
whom had tubercle bacilli recovered from the sputum. From this finding it 
has been erroneously concluded that exogenous reinfections are occurring 
frequently among the older people, although primary infections are rapidly 
decreasing among children and young adults in the same communities. In 
reality there is a good deal of residual primary tuberculosis in the bodies of 
old persons, since as children and young adults they were not afforded much 
protection against tubercle bacilli. As yet we have no method of preventing 
the bacilli in the lesions of old, primary complexes from finding their way to 
allergic tissues and producing reinfection type of disease. Many endogenous 
reinfections occur in this manner among adults of any age, whose bodies 
contain primary tuberculous complexes. Since a preponderance of such lesions 
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now exist in the bodies of older persons in many communities, one must expect 
more new clinical lesions to appear in this age period than among young 
individuals where primary lesions are relatively infrequent. Moreover, at this 
time of life there are shadow-casting residuals of numerous other diseases. 
There is no way to differentiate them from tuberculous lesions from their 
shadows. In some mass surveys, diagnoses have been made from shadows 
alone and nearly every one has been reported as representing a tuberculous 
lesion. Thus the problem of tuberculosis in the aged has been exaggerated. 
The absurdity of such a procedure requires no comment. 

On February 16, 1948, before a clinic for medical students the resident 
physician presented the two most recent tuberculosis admissions. Both were 
men—aged 75 and 79 years. Extensive pulmonary disease was present, and 
their sputa were teeming with acid-fast bacilli. Apparently they had both 
been contagious over a considerable period of time. One of the first questions 
asked by the students was why these two cases had not been discovered 
during a mass chest x-ray survey which was completed in the community on 
August 25, 1947. The answer was that neither had responded to the survey. 
These two elderly men were among the 25 per cent of adults in the city who 
did not take advantage of the survey. Obviously, any tuberculosis control 
program that overlooks a single elderly person may leave a contagious case 
in the community. 





Necropsy DIAGNosIS 

The pathologist is the last court of appeal in diagnosis, since he has 
opportunities afforded no one else in the field. There is nothing known from 
naked eye inspection, through bacteriological determinations, microscopic 
studies and the most delicate chemical tests that he cannot use in a direct 
manner. The superiority of his diagnostic armamentarium also places upon the 
pathologist a responsibility shared by no other person in the field of diagnosis. 
Unless he uses every facility at his command, his diagnoses can be just as 
erroneous as those made antemortem by physicians and surgeons. Errors by 
pathologists may be more serious than those of others from the standpoint 
of vital statistics, contagion, litigation, etc., because their diagnoses are re- 
garded as final. 

Today the student of tuberculosis does not give serious consideration 
to a pathological diagnosis unless bacteriological evidence has been obtained, 
not just by finding acid-fast bacilli, giant cells and caseous material in 
smears and sections, but by culture and, still better, by animal inoculation. 
He does not accept the diagnosis of any other disease caused by micro- 
organisms unless they are actually recovered from materials obtained at 
post-mortem examination. He does not accept the diagnosis of silicosis unless 
chemical analysis reveals the presence of free silica in sufficient quantity to 
produce this disease. In this era, when specific evidence is demanded before 
the pathologist’s diagnosis is acceptable, one wonders about the accuracy of 
many diagnoses in the past, resulting in such broad and sweeping statements 
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concerning the destructiveness of tuberculosis among so-called primitive 
races, etc. 

TREATMENT 

Surgeons have become more skillful and have developed techniques 
whereby drastic procedures are now applicable and successful in much more 
advanced years than formerly. Some elderly persons with unilateral pul- 
monary tuberculosis can have their sputum converted by artificial pneumo- 
thorax and lead normal lives thereafter. In a splendid dissertation entitled, 
“Chest Diseases in the Aged,” Anderson reports the case of a man of 75 
years in whom a cavity was seen to close and bacilli disappeared from the 
sputum without any special form of treatment. 

Among these older patients who are able to work, there are some whose 
disease cannot be rendered noncontagious. They do not need hospitalization, 
and our sanatoriums should not be compelled to provide space for them in 
their usual treatment divisions. One sanatorium superintendent stated that 
so many of his beds are now occupied by elderly persons who have become 
permanent residents that he no longer has adequate space to care for the 
treatable cases of tuberculosis. If the elderly person does not adhere to the 
sanatorium procedures, including bed rest, he disrupts the routine of the 
institution. On the other hand, his age is a contraindication to strict bed rest. 
On a number of occasions I have seen elderly tuberculous patients develop 
pneumonia and succumb soon after strict bed rest was instituted. All that 
such persons with contagious tuberculosis need is good domiciliary care 
under such isolation that they cannot spread their tubercle bacilli to others. 
In such places, whether they be especially constructed on sanatorium grounds 
or elsewhere, work such as they are able to do should be provided. This makes 
life far more enjoyable than isolation in hospitals. Elderly persons who are 
ill from tuberculosis obviously must have hospital facilities provided with 
isolation technique adequate to protect those who care for them. 

Present day chemotherapy may become an aid in controlling tuberculosis 
among the aged. For example, those with sinuses draining on the surface of 
the body, those with lesions of the mucous membrane throughout the respira- 
tory and digestive tracts, as well as those with meningitis or generalized 
miliary disease, may be benefited at least temporarily by the administration of 
streptomycin. Again, this drug may be beneficial to those with recently devel- 
oped primary lesions, as well as acute exudative reinfection type of pulmonary 
disease resulting from extensions from old lesions or newly developed inde- 
pendent ones. A warning must be sounded, however, in order that strepto- 
mycin be avoided for those persons who have chronic, fibrotic and cavitary 
lesions with thick walls which apparently have not responded well to this drug 
in any age of life. To administer streptomycin in such cases will, in all prob- 
ability, be of no help whatsoever to the patient and may markedly reduce the 
efficaciousness of this antibiotic among the persons whom he infects. 
Unfortunately, streptomycin is not a germicide; that is, it does not 
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destroy tubercle bacilli in the human tissues. It has only a bacteriostatic effect. 
In any tuberculous lesion there may be tubercle bacilli which are resistant to 
streptomycin and others which acquire resistance in the presence of the drug. 
Although the sensitive organisms may be markedly suppressed, those that are 
or become resistant may flourish and soon be in preponderance. Indeed, by 
the end of two months of treatment, 50 per cent or more of the organisms 
may be resistant. Unfortunately, the resistance to streptomycin apparently is 
passed on to the descendants of the organisms. Therefore, if the elderly person 
with chronic pulmonary tuberculosis is treated with streptomycin and is al- 
lowed to infect others, they may develop disease which does not respond to 
this drug. For example, if a grandchild develops tuberculous meningitis, 
streptomycin may be of no avail. Therefore, despite the pressure that members 
of the family and friends may make for the use of streptomycin among elderly 
persons, the physician should refrain from administering it except in those 
conditions for which it has been proved at least temporarily valuable. Since 
it has been found that small doses of streptomycin are probably as efficacious 
as the larger ones formerly used, it may now be administered to older people 
when indicated with less toxic effect. In fact, one gram a day divided into five 
or six equal doses rarely causes serious vestibular or auditory nerve disturb- 
ance. It is probable that even smaller doses with less frequent administrations 
will be found adequate. 
PREVENTION 

It is important that elderly persons everywhere who have contagious 
bovine type of tuberculosis be identified. Those who are discharging this type 
of tubercle bacilli through sinus tracts, the urine, the feces, or the sputum are 
not only likely to transmit the disease to other humans but also to cattle, dogs, 
cats, horses, sheep, goats, parrots and monkeys, with which they come in 
contact. Elderly persons who have the human type of tubercle bacilli in their 
sputum may transmit them not only to other humans but to certain animals 
in which the human type of bacillus causes progressive disease and becomes 
contagious, particularly dogs, swine, parrots and monkeys. 

While the human type of bacillus usually does not cause significant pro- 
gressive lesions in cattle, it does produce tubercles and sensitizes the tissues 
to tuberculin. Thus the reactors must be slaughtered, as there is no way to 
determine whether the sensitivity is due to the bovine or the human type of 
organism. Inasmuch as both the human and bovine type of tuberculosis are 
transmissible from animals to people, people to people and people back to 
animals, it is obvious that the disease cannot be adequately controlled among 
humans unless it is also eradicated among the animals and vice-versa. As both 
forms of tubercle bacilli are making their last stand among aged people, it is 
obvious that strenuous effort must now be put forth to prevent the elderly 
from transmitting disease to the young. 

Tuberculin reactors are not immunized dependably, and there is nothing 
known that can be administered, such as BCG, that would result in dependable 
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immunity among them. Moreover, there is no evidence that BCG, or vole 
tubercle bacillus, administered to the elderly non-reactors to tuberculin, would 
protect them against clinical tuberculosis should they come in contact with 
persons or animals with contagious disease. Furthermore, there is no evidence 
that the administration of these substances to children and young adults will 
protect them against infection with virulent forms of tubercle bacilli and 
clinical disease when they are old. Heimbeck’s most recent presentation sug- 
gests that the remote effects of BCG vaccination are almost nil. Indeed, he 
has found that clinical tuberculosis which developed among nurses after grad- 
uation who had been vaccinated as students was essentially the same as that 
among those who entered school as reactors and slightly less than those who 
entered as non-reactors but became reactors while in school. Thus those who 
received BCG were no better off subsequent to leaving school than those who 
reacted to tuberculin on matriculation. Dr. Arvid Wallgren, who has been 
a strong advocate of BCG vaccination among children in Sweden, has re- 
cently said, “On the other hand, one should not exaggerate the effectiveness 
of BCG vaccination. At best, it may protect against the immediate conse- 
quences of virulent infection and diminish the incidence of primary and early 
postprimary tuberculosis. In my opinion there is no evidence of prophylactic 
influence on the development of late manifestations of postprimary tuber- 
culosis . . .” Tubercularization by natural infection has never solved the 
tuberculosis situation anywhere; it only augments the problem. Therefore, 
inasmuch as BCG apparently affords no improvement over natural infection, 
the futility of its administration seems obvious. 

At present there is little hope of controlling tuberculosis among the aged 
except by finding all who react to tuberculin and keeping them under close 
surveillance so that those who might develop clinical and contagious chronic 
disease will have it detected before it causes symptoms or becomes contagious. 
Moreover, all such persons should be carefully protected against individuals 
who have contagious tuberculosis. Indeed, this method is resulting in remark- 

able achievement. For example, Jordan has reported that among the 277 
| schools in his four-county sanatorium district no tuberculin reaction was 
found in 219. Thus tuberculosis has been eradicated at the school age level. 
Obviously, persons or animals with contagious tuberculosis are rare in this 
area. However, he found among 3,698 adults ranging from 21 to 71 years, 
21.6 per cent reacted to tuberculin, indicating the presence of at least primary 
lesions containing living bacilli. If this percentage obtains for the entire adult 
population of these four counties, about one in five must be kept under 
observation and be examined periodically so that those who are destined to 
develop reinfection type of tuberculosis will have it detected promptly to 
prevent contamination of others. If this program is faithfully prosecuted, the 
time will come when there will be no reactors except among the elderly, and 
with their passing and replacement by those who have grown old as non- 
reactors to tuberculin, tuberculosis will have been eradicated. Unfortunately 
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this is a long process, but it is the only method now available for complete 
eradication. However, in Jordan’s area within two or three decades the disease 
should be eradicated from the most productive periods of human life. Only 
efficacious chemotherapy which would sterilize every human and animal body 
with reference to tubercle bacilli could hasten the eradication of tuberculosis. 
In 1900 in the United States there were 7,083,033 persons of 55 years 
or older, which was 9.32 per cent of the total population; however, in 1940 
there were 19,591,519 persons in this age period, which was 14.88 per cent of 
the total population. Thus 12,508,486 more elderly persons were living in this 
country in 1940 than in 1900. Probably another significant addition will be 
recorded in the 1950 census. For two or three more decades the incidence of 
tuberculin reactors (potential cases of clinical disease) who enter this age 
period probably will not differ significantly from that among those who en- 
tered in 1900 or 1940. However, among those who enter in 1970 and 1980 
the incidence should be much low er than in 1900 or 1940. Thereafter the 
number of elderly persons who react to tuberculin should be progressively 
smaller with each decade, with a corresponding decrease in morbidity and 
mortality as the tubercle bacillus makes its last stand among the aged. 
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DISCUSSION 


By Arnon S. Anperson, M.D. 
St. PETERSBURG, FLORIDA 


Ir 1s apparent from Dr. Myers’ paper that tuberculosis among elderly people 
is a problem of utmost importance. Dr. Myers has followed tuberculosis from 
the cradle to the grave—from childhood tuberculosis to the disease in old 
people. It has given him a realistic picture of the disease, which undoubtedly 
has stimulated him in the furtherance of public health measures to curb its 
spread. 
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When we recall that tuberculosis is so frequently spread by chronic fibro- 
caseous lesions in elderly people, we suddenly realize that geriatrics must 
concern itself with a preventive aspect of medicine. As these patients are 
frequently spreaders of disease, an active interest in combating tuberculosis 
becomes a solemn duty. 

In the Florida Southwestern State Tuberculosis Sanatorium, located at 
Tampa, Florida, it was found that over half of the patients admitted during 
the-past year were over fifty years of age and, of course, most of them in 
an advanced stage of disease. Think of what this means to countless numbers 
of innocent contacts. In this group of grandparents, fathers, mothers, hus- 
bands, wives and baby sitters there is a real challenge to the public health 
program of our country. You can picture in this group of elderly people the 
countless millions of tubercle bacilli that went speeding out to find new abodes 
in uninfected bodies. It is this continued repetition of spreading disease that 
makes the conscientious citizen work for tuberculosis eradication. It strikes 
me that every medical organization should be kept informed on this public 
health menace so that proper steps can be taken to eliminate the danger. 

I hope that the message Dr. Myers has given you will not be soon for- 
gotten and that it may stimulate each of you to search for more of such 
spreaders and so help to remove them to proper places for treatment and 
isolation. 


RESEARCH GRANTS ANNOUNCED 


Research grants to leading medical institutions have been announced by 
Schering Corporation of Bloomfield, New Jersey. A new Schering Fellow- 
ship in the endocrinology of geriatrics was established at the Western Reserve 
University Hospitals of Cleveland under the direction of Dr. Reginald A. 
Shipley. A grant was given to the Philadelphia General Hospital Arthritic 
Fund for continued study of gold therapy supplemented by androgens and 
estrogens for the treatment of arthritis. Dr. Abraham Cohen will direct this 
work. New anti-spasmodics developed by Schering will be studied at Jeffer- 
son Medical School of Philadelphia under the direction of Dr. Richard T. 
Smith. Their use in the treatment of rheumatoid arthritis and other rheu- 
matic diseases will be stressed in this study. 


AMERICAN GERIATRICS SOCIETY 1949 MEETING 


The next annual meeting of the American Geriatrics Society will be 
held in Atlantic City, New Jersey. The dates for the meeting will be an- 
nounced later. 











CORONARY ARTERY DISEASE 
IN OLDER PATIENTS 


Gabriel F. Greco, mp." 


CoroNARY artery disease is an important cause of disability and mortality in 
the older patient. The number of cases suffering from coronary artery disease 
has continued to increase, especially in the last 30 years with fatalities reach- 
ing the highest percentage on record: 8.5 per cent of all deaths. It is a disease 
which occurs mostly after 40, more frequently between 50 and 60. A. M. 
Master,’ in a discussion of the many factors involved in the incidence of 
acute coronary artery occlusion, places the number of cases suffering from 
acute coronary occlusion as high as one million yearly. White’ estimates that 
37 per cent of patients with organic heart disease have coronary artery 
involvement with more or less varying degrees of coronary sclerosis and rela- 
tive coronary insufficiency. When we consider that heart disease is the great- 
est killer, causing 28.5 per cent of all deaths and that according to surveys 
there are between four and eight million people afflicted with heart disease in 
this country, we can well realize the magnitude of our problem. 

It is obvious that with the increased advances in medical knowledge 
there will result a lengthened span of life and a proportional increase in the 
incidence of coronary artery disease. This problem, therefore, will multiply 
with the passing years, threatening us with a greater increase in disability 
and mortality. It is our responsibility to shorten and prevent invalidism by 
the early recognition of the symptoms of coronary artery disease in those 
who are fortunate to survive the initial attack. In acute coronary thrombosis 
with myocardial infarction, S. A. Levine* gives the immediate mortality 
between 15 and 25 per cent. After recovery, duration of life varies from 3 to 
15 years or more. In angina, although instant death could occur at any time, 
a patient may live over 20 years. It is possible, therefore, by our present 
methods of treatment to safeguard these surviving cases of acute severe cor- 
onary insufficiency by preventing prolonged anoxia, which too often results 
in injury, necrosis and death. N. S. Davis’ states that surveys of necropsies 
show that 70 per cent of men over 50 and women over 60 have some form of 
coronary atherosclerosis; that 100 per cent of men and women over 70 show 
some evidence of this disease and that 45 per cent of all deaths of people over 
50 are due to coronary atherosclerosis. 





*From the Department of Cardiology, Mary Immaculate Hospital, New York City. 
Presented at the Fourth Annual meeting of the American Geriatrics Society, June 5-7, 1947, 
at Atlantic City, N. J. Dr. Greco of 114-08 Linden Blvd., Ozone Park 16, New York, is 
a member of the American Medical Association, the American Heart Association, an 
associate member of the New York Cardiological Society, an active member of the 
Interamerican Cardiological Congress, a charter member of the American Geriatrics Society 
and an active collaborator on heart and circulation, Biological Abstracts, Section B, 
Experimental Animal Biology Abstracts, University of Pennsylvania. 
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Coronary artery disease in older people is dependent on atherosclerosis 
of the coronary arteries which may be only a part of a generalized process of 
arterial degeneration. It occurs three times more frequently in males than in 
females. Heredity explains the greater incidence in certain families and in the 
male sex. However, other factors may play a part. Smoking, increased stress 
and strain and the increased tempo of our modern life may so overload an 
already anatomically defective coronary arterial tree as to cause coronary in- 
sufficiency and collapse, simply from overuse and abuse. Favoring heredity 
and vascular vulnerability are many factors which with a favorable set of 
conditions, such as hyperglycemia and hypercholesterolemia, lay the founda- 
tion for atherosclerosis. The intima of the coronary artery at birth is thicker 
in boys than in girls and this condition and relationship continues with 
aging. Connective tissue forms in this thickened intima with small and large 
wandering cells which become loaded with fat. Tissue around the fat-laden 
cells becomes necrotic. There may be fragmentation of the intima with loss of 
elasticity at this stage. In this subintimal mass of fat droplets, wandering 
cells and necrotic tissue there occurs a deposit of cholesterol crystals with pre- 
cipitation of calcium salts, forming calcified plaques. Part of this necrotic 
material may break through the damaged intima and travel down the coro- 
nary arterial tree causing sudden block and death. With cholesterol playing 
such an important part, it becomes necessary to control hypercholesterolemia. 
This is rather difficult because there is a personal unknown factor in metab- 
olism which allows some to utilize cholesterol more efficiently than others. 
It is a known fact that among the Chinese with low cholesterol diets there is 
negligible atherosclerosis of the coronary arteries. In obesity and hypo- 
thyroid states, especially if associated with diabetes, renal disease and 
xanthomatoses, the hypercholesterolemia will not only need diet control but 
effective treatment of the associated diseases. 


DIAGNOSIS 


Coronary artery disease even though advanced may present no diag- 
nostic signs or symptoms. It is not surprising to find at autopsies marked 
involvement without symptoms in older people dying from other causes. 
Generally we can consider two groups: 

I—Atherosclerosis of the coronary arteries with narrowing of the 
lumen of either coronary artery giving the following clinical pat- 
terns (1) asymptomatic group (2) anginal syndrome (3) cardiac 
insufficiency with signs of left or right sided failure, paroxysmal 
dyspnea and paroxysmal pulmonary edema. 

II—Coronary artery atherosclerosis with occlusion or the blockage of a 
small branch of a coronary artery with atheroma or blood clot 
resulting in prolonged ischemia, necrosis and infarction. 

Clinical patterns. Symptoms in both groups, whether secondary to nar- 
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rowing or occlusion of the coronary lumen, will become evident because of 
an imbalance between coronary arterial blood supply and myocardial require- 
ments resulting in anoxia, insufficiency of the coronary circulation and sud- 
den death. If the collateral circulation comes to the rescue and the exciting 
factors placing excessive demand on the coronary circulation are controlled, 
the anoxia may be transient, damage to the myocardium slight and recovery 
assured. It is in this latter group that we can confidently cut down mortality 
and disability in spite of the rising incidence of this disease in older people. 

I. Atherosclerosis of the coronary arteries with narrowing of the lumen. 
(1) Asymptomatic group. In these cases the absence of clinical symptoms is 
possibly due to the marked collateral circulation which permits satisfactory 
myocardial flow at rest and on exertion in spite of extensive coronary artery 
disease. In this group there may be no characteristic findings, even though 
calcified coronaries may be demonstrated on X-rays. 

(2) Anginal syndrome. Here the diagnosis rests mainly on the 
patient’s history. The pain is substernal, may originate in the epigastrium 
and extend upward giving a sense of constriction of the chest. It may extend 
down the left shoulder, arm and fingers following the ulnar nerve distribu- 
tion. Less frequently the pain may radiate to the neck, jaws and teeth. The 
pain is characteristically precipitated by an exciting factor such as exertion, 
emotion, eating, chilling, and may disappear with rest. The type of exertion 
may be minimal or maximal, depending on the relationship of coronary artery 
disease and myocardial insufficiency resulting from sudden demands. Pain 
varies from a heaviness to a crushing feeling. There may be pallor, even 
syncope, sweat and fear of impending disaster. All examinations may be 
negative and the history alone may be of importance in establishing the 
diagnosis. The responsibility here is great. We must be sure of the diagnosis 
because it carries with it the likelihood of sudden death. Nitroglycerine relief 
of pain is no criteria for diagnosis of the anginal syndrome because this drug 
also relaxes intestinal, gastric and biliary spasms which often simulate the 
anginal type. 

With regard to anoxemia tests in coronary insufficiency and angina, we 
must keep in mind that whether these tests are carried out by breathing low 
oxygen concentration mixtures or by simulating an exciting factor such as 
exercise or adrenaline, with the resulting abnormalities in the RT segment 
and T wave there is always the possibility of sudden death due to sudden 
anoxia which is too great for the coronary collateral circulation to overcome. 
Many such fatalities have been recently reported in the literature. 

Patients with the anginal syndrome will have to readjust their entire 
philosophy of life to conform to their decreased myocardial reserve. Often 
this is difficult in tense, agitated and depressed patients. In these cases psy- 
chiatric consultation and treatment may assure emotional and physical 
adjustment to living. H. E. Clow’ and E. B. Allen have been impressed by 
their results in this field, noting improvement of coronary reserve in those 
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psychiatric cases where there existed a relative increased coronary insuf- 
ficiency due to the added stress of emotional tension and agitation. 

Avoiding exertion, excitement and overeating will decrease coronary 
load. Nitroglycerine is of help for pain and may be repeated as often as re- 
quired. Quinidine sulfate is indicated for extrasystoles and will prevent 
ventricular tachycardia and ventricular fibrillation. In severe reoccurring 
angina where these measures fail, surgery has been attempted with the pur- 
pose of increasing local blood supply by sewing the left pectoral muscle or the 
omentum to the pericardium. Surgery has also been attempted with the pur- 
pose of interrupting painful stimuli by alcohol injection and removal of the 
cervical and dorsal ganglia. In thyrotoxic heart with angina, thyroidectomy 
has produced excellent results. If there were contraindications for thyroidec- 
tomy, thiouracil has been attempted with considerable improvement. 

(3) Coronary artery disease with narrowing and resulting cardiac in- 
sufficiency. Here cardiac insufficiency may result because the heart, suddenly 
deprived of adequate blood flow, finds it hard to pump the blood from the 
venous to the arterial side through the pulmonary circuit. Symptoms and 
signs will become evident depending on whether left or right sided failure or 
both develop. In left sided failure there results stasis in the pulmonary circuit, 
in right sided failure there is stasis in the systemic circuit. In left sided fail- 
ure we find dyspnea, often of the paroxysmal type, increasing fatigue, 
orthopnea, with basal pulmonary congestion and decreased vital capacity. 
The pulmonary edema may occur as a single episode or as a series of paroxys- 
mal attacks. If these attacks continue without treatment, more signs of right 
sided failure develop with distension of neck veins, liver enlargement, ascites 
and peripheral edema. Circulation time is prolonged, intravenous pressure 
rises and cyanosis becomes evident. It is important to differentiate between 
the two because treatment will vary in both. 

In left ventricular failure, morphine sulfate grain 1% will curtail demands 
on the left ventricle, by depressing anxiety and restlessness, by diminishing 
the blood pressure, the cough reflex and thereby reducing the tendency to 
pulmonary congestion. Aminophylline 0.48 Gm. in 50 cc. 50 per cent dextrose 
will eliminate bronchial and coronary spasm, reduce pulmonary edema and 
supply ready available food for the distressed myocardium. In an emergency 
where sudden failure calls for immediate action, strophantin grain 1/120 in 
20 cc. of 10 per cent dextrose given slowly intravenously in patients who 
have had no digitalis will often produce miraculous effects within a matter 
of five to ten minutes. In increased venous pressure a phlebotomy of 500 cc. 
is at times life-saving, especially when cyanosis deepens, the dyspnea and 
orthopnea is severe and the jugular veins are prominently engorged. 

In right sided failure digitalis is specific, in spite of work showing pos- 
sible vasoconstrictor effect of this drug on the coronary circulation; it will 
increase the functional capacity of the heart by slowing rapid rate, restoring 
regular rhythm and increasing ventricular systole; diminish the circulating 
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blood volume; lessen engorgement and materially diminish the size of the 
heart; increase vital capacity; diminish the size of an engorged liver and 
alleviate meteorism; in right sided failure due to coronary artery disease it 
will diminish the coronary load and allow the heart to work much less by 
working more efficiently. When bed rest and digitalis do not overcome the 
edema, then mercurial diuretics and drugs of the xanthine group may be used. 
To augment diuresis, inorganic salts may be used, the salt more frequently 
used being ammonium chloride. 

II. Coronary atherosclerosis with occlusion. In occlusion of the artery 
the signs and symptoms will depend on the size and collateral supply of the 
occluded artery. Death may be sudden if the occlusion is sudden or the col- 
lateral circulation inadequate. The blocking may be the result of atheroma, 
plaque, blood clot or progressive narrowing with occlusion. 

The pain here is substernal, epigastric or precordial, sudden in onset, 
occurring at rest, or on exertion as in angina; it is more prolonged, severe, 
crushing, unrelieved by rest or nitrites. The blood pressure falls with symp- 
toms of shock. The heart sounds may be faint with gallop rhythm. Leukocy- 
tosis occurs in the first eight hours, with fever following in the next 24 hours. 
There may be a pericardial friction rub which is occasionally audible but 
transient. After three days there is an increase in the sedimentation rate. 
There may be an atypical picture without pain. Cardiac arhythmias may be 
present, most prominent among these being premature beats, auricular flutter, 
auricular fibrillation, ventricular extrasystoles and ventricular tachycardia. 
This latter arhythmia may progress into ventricular fibrillation, bringing on 
sudden death. 

A single negative electrocardiogram does not rule out the diagnosis of 
coronary atherosclerosis with occlusion. The patient’s history and clinical 
course should always be of paramount importance in such a case. An electro- 
cardiogram, however, showing a pattern of acute myocardial infarction in a 
patient with no symptoms and no coronary history should never be ignored. 
Repeated serial studies of the three limb leads and of at least six precordial 
leads in older patients with coronary patterns or coronary history are of 
importance for they will reveal much information as to location, extension 
and resolution of the infarction. Burch and Winsor*® have assembled facts 
which simplify the interpretation of the various electrocardiographic patterns, 
among the most common being the Q1T1 type, the Q3T3 type, the mixed 
type, and the anteroseptal, anterolateral and posteriolateral types. The tem- 
porary obstruction of a coronary artery produces temporary ischaemia of the 
myocardium which results in temporary T wave changes. If the obstruction 
is released, the electrocardiogram returns to normal. If not, the prolonged 
ischaemia causing T wave changes will result in injury to the myocardium. 
This injury releases currents, shifting the ST segment upward or downward, 
resulting in elevation or depression of this segment. If ischaemia is improved 
before permanent damage is established, these electrocardiographic changes 
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revert to normal. If occlusion persists, then T wave changes due to ischaemia 
persist, as do ST segment changes due to currents of injury. In addition, 
there are recorded effects due to necrosis and death of muscle tissue which 
are evidenced by permanent ORS changes, consisting of an absent or low R 
wave, less than 1 mm. and the presence of Q waves. As repair takes place, 
the current of injury disappears first, with ST segments returning to the iso- 
electric line. The T wave changes of ischaemia may disappear later as the 
collateral circulation improves. Changes due to necrosis and death of muscle 
tissue, mainly absence of the R wave and the presence of Q waves, are the 
last, if ever, to disappear. It is apparent now why a single electrocardiogram 
is not sufficient. These characteristic changes in patterns of ischaemia, injury 
and death of muscle tissue are only detected in serial studies. 

As to treatment, bed rest from four to six weeks with complete relaxa- 
tion is essential to insure a firm scar in all parts of the infarct. It will prevent 
extensive scar tissue, necrosis, myomalacia and aneurysmal dilatation with 
rupture and death. To relieve pain oxygen and opiates may be given at first, 
then demerol or papaverine in full doses. After pain is controlled, sedatives 
are indicated to promote relaxation. Anticoagulants have been advised for the 
immediate attack and also for the prevention of recurrent episodes but they 
are still in the experimental stage. Quinidine sulfate is indicated for ventricu- 
lar extrasystoles and to prevent ventricular tachycardia and fibrillation. After 
the six weeks of bed rest there comes a period of gradual increasing activity. 
It is in this period that wise management of the patient’s many problems will 
result in success or failure in adjustment to living. 


CoNCLUSION 

With the span of life lengthening, there results an increase in the gener- 
ation of older men and a proportional increase in the incidence of coronary 
artery disease. 

The magnitude of this problem challenges us to exert constant vigilance 
for the early signs and symptoms of coronary artery insufficiency. Early 
diagnosis will allow us to institute early treatment. Prevention of prolonged 
anoxia will result in less injury and may ward off actual necrosis and death 
of muscle tissue. Thus with these methods of detection and control, it will be 
possible for us to definitely lower the rate of disability and the rate of 
mortality in the older age groups afflicted with coronary artery disease. 
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RHEUMATISM IN THE AGED 
William K. Ishmael, m.p., F.A.c.P. 


“IN THE MORNING it crawls on four legs; at noon it walks on two legs and in 
the evening it creeps about on three .”* This old enigma from Greek mythol- 
ogy depicting the life cycle of man expresses well our idea that rheumatism 
and old age are inseparable and inevitably associated. The term “rheuma- 
tism” is used loosely and ordinarily refers to pain in the extremities or 
spine. By the same token “aged” is a vague term and it is probably as well 
to consider a man in that category when he refuses to change his religion, 
eating habits or his style of underwear. 

Be that as it may, when a patient forty-five years of age or beyond 
presents himself in the physician’s office and complains of pain in his arms, 
legs and spine, the chances are very good that he can be relieved of his 
pain. The first responsibility is that of diagnosis and if any advance has 
been made in the field of rheumatic disease, it is in our ability to analyze 
critically the physiological cause of the disorders which lead to rheumatic 
complaints. First to consider are the various types of arthritis. 


THE DEGENERATIVE TYPES OF ARTHRITIS 

Of the arthritides the degenerative types occur most frequently. Degen- 
erative arthritis is also known as osteoarthritis, hypertrophic arthritis and 
senescent arthritis. This joint disease is characterized by a primary degen- 
eration of the joint cartilage with later involvement of the bone at the 
joint margins. These bony changes are both bone absorption and bone pro- 
duction, resulting in lipping at the joint margins which show as spurs on 
an X-ray film. Characteristically the weight bearing joints are the ones 
involved because they are the areas of most trauma. Certain patients display 
Heberden’s nodes which are fibrous nodules on the dorsal surface of the 
terminal interphalangeal joints of the fingers. As a rule, the patient with 
degenerative arthritis is healthy, of average or more than average weight, 
and does not develop contractures, subluxations or essential crippling. 

Etiology. The etiology of degenerative arthritis is unknown, and as 
a matter of fact there is good reason to suspect that it isn’t a single entity, 
but is really an end result of one of several etiological factors, which can 
result in the lesion known as “osteoarthritis.” 

Many women with degenerative arthritis date their symptoms directly 
from the menopause, artificial or natural.” * * Initially, the pain is apt to 
be in the muscles or fibrous tissues, later to be localized in the knees, ankles, 
hips and low back. Heberden’s nodes may or may not be present on the 
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fingers. Observation and experience have led this author to the opinion 
that this picture is but a part of the general process which goes on to degen- 
erative arthritis and later senescent osteoporosis and that it is of the same 
etiological nature. 

Another sizable group of patients diagnosed as osteoarthritis date their 
symptoms from many years of “muscular rheumatism.” There is almost 
always a lifelong history of gastro-intestinal complaints referred to as bilious 
spells, sick headaches, or “gas indigestion.” These symptoms appear in the 
teens or early twenties and may be associated with an afternoon fever of 
99.2 to 101. In the middle twenties, thirties, and early forties they have 
muscular and ligamentous pains, diagnosed as fibrositis,” * myositis, or 
psychogenic rheumatism,* and from there on the findings of osteoarthritis 
are present. 

Degenerative arthritis is also found, usually in isolated areas, following 
various joint injuries and afflictions, local areas of chronic trauma following 
fractures and injuries in or near joints, postural and occupational strains. 
Degenerative changes oftentimes are superimposed in joints afflicted with 
gouty arthritis, rheumatoid arthritis, osteochondritis dissecans and other 
osteochondropathies, osteomalacia, senile osteoporosis and some peripheral 
vascular states. 

It is the habit of most physicians to diagnose any joint exhibiting 
‘spurs’ as osteoarthritis. This is especially true in the spine. This calcifica- 
tion occurs at the junction of the cartilage to the annular ligament and 
bone and in many instances the facet or true joint of the spine is relatively 
normal. Borak® suggests the term spondylosis for this disease and designates 
the group exhibiting facet changes as spondylarthritis. Yet to be explained 
is the interesting fact that a great number of these patients give a history 
of severe lumbago attacks and sciatica over a period of years and we all 
are embarrassed by the patient who after having a ruptured disc removed 
begins having pain and “neuritis” in other parts of the spine. We must not 
lose sight of the fact that it is in the non-weight bearing part of the joints 
that the pathological changes take place. 


‘ 


The chronic arthritis seen associated with ochronosis in many respects 
is indistinguishable from osteoarthritis and suggests further the possibility 
that degenerative arthritis has more than one physiopathological factor in 
its etiology. 

In various nutritional deficiency states joint changes are degenerative in 
nature and there is evidence to show that the ordinary joint evolution is 
accelerated when there is present such states as osteomalacia, hypopro- 
teinemia, sprue, pellagra and scurvy. 


Treatment. The treatment of degenerative arthritis is, as a rule, more 
successful than is commonly thought. This is due, at least in part, to the 
fact that quite frequently it is not the arthritis per se that is causing the pain 
but the various complications of the disease. Certainly there are many 
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patients with degenerative lipping demonstrated by X-ray examination who 
have no symptoms, and conversely there are many patients with the most 
severe symptoms in which the X-rays show very little lipping. Illustrative is 
an eighty-three year old woman who denied any rheumatic symptoms, past or 
present. Films were made out of curiosity because of a lack of symptoms at 
her age. The bony changes were clearly shown as advanced, yet produced 
no symptoms. If it is not the bony changes which produce the pain, then 
what is it? The following factors are suggested : 

1. Decompensation of muscular and ligamentous vitality and tone. By this 
is meant a disturbance of normal physiology of tissue metabolism; i.e. 
the large woman with a painful knee following minor trauma. X-rays of 
both knees show advanced changes and likely as not, the painful knee 
is not as bad as the “normal” one. 

Circulatory decompensation as influenced by such conditions as exposure, 
emotional factors and arteriosclerosis. 

Fibrositis, 

Psychogenic factors 

Trauma, exhaustion and fatigue. A tired muscle or ligament is painful, 
both during the fatigue periods and for several days following. 

6. Systemic upsets such as “colds,” gastro-intestinal upsets, infections, focal 
and systemic. 

Radiculitis, from the spine. 

8. Reflex sympathetic dystrophy. 

9. Pathological fractures. 


bdo 
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In outlining the plan of treatment for a patient it is necessary to correct 
any complication which might cause this type of arthritis to be painful. 
It is well to organize a plan of treatment as follows: 

1. Diet. This isa normal, well balanced diet, correcting deficiencies and/or 

obesity. 

Control of traumatic factors. This alone results in marked reduction of 

pain in most patients. 

3. Control of climatic factors and exposure. 

4. Control of pain. This is especially important to prevent causalgic states. 
Analgesics and local Novocaine anesthesia are effective. 

5. Physical therapy measures.*® The use of heat and massage are of indis- 
puted value. 

6. Orthopedic measures. In advanced stages where bone roughening has 
progressed to a point of mechanical interference of joint function, surgery 
is indicated. Frequently the use of supports is necessary, especially of the 
spine and feet. 

7. “Specific” measures. These usually are necessary in such features as: 
(a) Correction of symptoms traceable to the menopause, the estrogenic 

or androgenic hormone and general care. 
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(b) Correction of co-existing osteomalacia, if present, using Activated 
Ergosterol. 

(c) Relief of causalgia or causalgic-like syndromes. Local anesthesia and 
control of pain in these cases. 

(d) Fibrositis. The Tocopherols,** *® local Novocaine infiltration of 
nodules, autohemotherapy, low grade artificial fever'’ and general 
supportive treatment are used here. 

(e) Correction of co-existing osteoporosis, if present. 

8. Correction of any associated disease, such as thyroid dyscrasia, gastro- 
intestinal dysfunction, infections, emotional and personality disorders, or 
abnormal vascular states. 
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RHEUMATOID ARTHRITIS IN THE AGED 

The diagnosis of rheumatoid arthritis in the aged is the same as in any 
other age group. It is quite important, however, to recognize it when it does 
occur and not to confuse it with the causalgic and ischemic states and 
peripheral vascular disease. This condition is potentially crippling and re- 
quires energetic treatment until completely inactive. As a rule, the arthritis is 
a so-called atypical rheumatoid and is more apt to be the result of a disturbed 
infection-immunity balance. One must not overlook the possibility of a 
saphenous phlebitis in searching for a focus of infection. Special care of 
the vascular state is important and all the general supportive measures 
known should be applied. 

GOUTY ARTHRITIS 

There is no longer any reason for the neglect of this disease as there 
has been in the past. Any acutely severe joint in a man past forty is gout 
until proved otherwise. The patient is more than apt to be robust, aggressive, 
from a diabetic’® or gouty family and in severe pain. Unless it is his first 
attack there will be a history of previous similar ones. The sedimentation 
rate is active and the blood uric acid is usually elevated. In the tophaceous 
or “chronic” stage it may resemble rheumatoid arthritis and tophi are apt 
to be present. The treatment consists of the use of colchicine, dietary and 
general management. If the patient is in the pretophaceous stage and in an 
acute attack of joint pain, 1/100 grain of colchicine can be given every four 
hours until diarrhea ensues or the patient is relieved. During that time he 
should be on a purine free, low fat diet. Between attacks the diet is modified 
to include some purines and fats and he is given colchicine, 1/100 grain 
daily for five days a week, as this drug probably exerts a beneficial effect on 
the disease as a whole. This conclusion is based on the fact that the derma- 
titis seen in gout clears up on colchicine therapy. General measures, such as 
prevention of trauma, fatigue, emotional upsets and exposure, should be 
applied. 


RHEUMATIC FEVER 
Whereas this disease is primarily one of children, it does occur in the 
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aged group and when it does, it is essentially the same disease as seen in 
children. Again the treatment is the same as it is in children: rest, salicylates 
and general supportive measures should be started during the attack. Be- 
tween attacks sulfonamides in small doses are used to prevent future recur- 
rences. 
OSTEOCHONDRITIS DISSECANS 

This results in loose bodies in the joints, or “joint mice.” If the joint 

involved is a weight bearing joint, surgery is indicated. 


SPECIAL SYNDROMES ‘SEEN IN THE AGED 

(A) The shoulder-hand syndrome. This is known also as the frozen 
shoulder, pericapsular fibrositis, or periarthritis. This malady is relatively 
frequent in occurrence and is very distressing to the patient. Strictly speak- 
ing, it is not a single entity, but a variable thing with several causes. Essen- 
tially it is a causalgia or reflex sympathetic dystrophy of the pectoral girdle 
precipitated by pain in the shoulder or the corresponding sympathetic seg- 
ment. It occurs very rarely in patients under forty years of age and has a 
tendency to be very chronic. Such things as trauma to the shoulder, sub- 
acromial bursitis, supra or infraspinatus tendon tear, degenerative arthritis, 
coronary occlusion, rheumatoid arthritis, separation of the acromioclavicular 
joint, or tenosynovitis of the longhead of the biceps, have all been known to 
precipitate this syndrome. 

The chief clinical features are pain in the shoulder, followed by re- 
stricted or frozen motion, then pains referred down the arm, usually felt 
in the area of the deltoid insertion, elbow, forearm and fingers. The neck is 
usually involved and occasionally the scapular areas and anterior chest are 
painful. Rarely is more than one shoulder involved, and the syndrome is 
largely self-limited, although may persist for one to three years. In severe 
cases there is an edema of the hand and occasionally the forearm with the 
typical ischemic picture. Dupuytren’s or Volkmann’s type contractures may 
result and in this way permanent disability can occur. Causalgic symptoms 
of sweating, cyanosis, swelling and pain, when present, indicate the severe 
state and treatment should be directed toward preventing contractures. 

As to treatment: First the causalgia should be stopped. This is best 
done by anesthetizing the scapular trigger point with’ a local anesthetic 
agent, or block of the stellate ganglion on the corresponding side.” ** The 
results of such injections are 80 per cent to 95 per cent effective and relief 
lasts from one hour to several weeks. They can be repeated every three or 
four days as indicated by the degree of persistence of the relief. Pain must 
be controlled as well as possible. Dolophine,*” ** *’ papavarine, codein and 
aspirin can be used. Rest of the joint in the acute phase, heat, protection 
from cold and general sedation help. If the precipitating factor can be 
determined this should be relieved as far as possible. Complications such as 
fibrosis of the hand, as seen in the ischemic state, respond best to the 
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tocopherols, dosage of 150 mg. to 300 mg. 
daily.“ *® Physical therapy, employing 
contrast baths, whirlpool and even passive 
vascular exercises aid in restoring normal 
blood supply to the area. When the acute 
phase has subsided, the shoulder joint 
should be mobilized. Forced manipulation 
is rarely necessary, active exercise at home 
usually being sufficient. X-ray therapy 
should also be mentioned as an effective 
way of controlling the acute phase of this 
disease. Artificial fever is also used. 

(B) The Ischemic States. The shoulder- 
hand syndrome really falls in this group. 
Other examples are found in extremities 
following cerebral accidents, or other cere- 





bral lesions such as Parkinson’s syndrome, 


Figure 1—Malum Coxa Senilis. This 
patient’s only complaint was the hip. 
rological traumatic lesions. Volkmann’s The X-ray illustrates the advanced 
j lipping, loss of joint space and 
roughened joint surfaces. 


intracranial post-operative states and neu- 


contracture, arteriosclerosis, certain pe- 
ripheral vascular diseases and causalgic 
states may result in involvement which closely resembles rheumatoid arthritis 
in appearance. The treatment of this group resolves itself into the manage- 
ment of the cause of the ischemia as far as possible. Sympathetic ganglia 
anesthesia should be used here wherever possible.” 

(C) Malum coxa senilis. This rather infrequent degenerative process 
of the hip is seen in patients who as a rule are otherwise healthy and work 
hard. It is doubtful if all cases arise from a single etiological entity, yet they 
all present a rather characteristic picture. Trauma and degenerative arthritis 
play the precipitating role and such things as an old Perthe’s disease (osteo- 
chondritis deformans), slipped epiphysis, malunion of a femoral neck and 
other injuries are in the background. Many patients, however, deny any 
type of hip disease prior to the onset in later life. Diagnosis is made by the 
history of a gradual onset, usually in the middle or late fifties, of mild pain 
and stiffness of one or both hips. The process is slowly progressive, subject 
to exacerbations and remissions, and it is usually in the middle sixties that 
disability of chronic stiffness and pain begin. Examination reveals marked 
loss of motion in the hip and pain on forced motion. The patient is char- 
acteristically otherwise healthy and robust for his age. The X-ray picture 
of the hip reveals severe degenerative and productive changes in the joint, 
characterized by advanced lipping and distortion of the femoral head and 
acetabulum. (Figure 1). The joint surfaces are markedly roughened and 
the joint space is practically obliterated. When the joint is examined 
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surgically, there is a varying amount of synovial fluid. The synovial mem- 

brane is thickened and degenerated. The cartilaginous surfaces are of a 

rough, dull irregular nature and the coronal borders of the head show 

proliferative changes of irregular deposits producing an ankylosed appear- 
ance of the joint. 

Treatment to date is not too satisfactory. To be reported later are 
twenty-five patients on the type of therapy described for post-menopausal 
osteoporosis along with supportive measures. The results to date are en- 
couraging, but a five year observation period is necessary before definite 
conclusions can be drawn. Joint aspiration and reinjection of local anesthetic 
agent into the joint gives temporary relief. The accepted types of therapy 
to date are, in addition to general supportive means : 

(a) Fusion of the joint®”’ using a Smith Peterson type nail driven through 
the neck and head of the femur into the acetabulum. This stops the pain, 
but results in ankylosis. 

(b) Acetabuloplasty.** This can be of the original type described by Smith- 
Peterson where a section of the acetabulum is removed to give the head 
more room. 

(c) Arthroplasty*”** by either free fascia transplant method or the vitallium 
cup method. The candidates for this surgery must be carefully chosen 
and must understand the limitations of the procedure before it is recom- 
mended. 

(d) Synovectomy and debridement. 


BONE ATROPHY IN THE AGED 


Demineralization as demonstrated by X-ray is found in all old people; 
however, there may be more than one cause, especially in the group below 
sixty years of age. As severe states of demineralization may lead to fractures 
of the hip, senile kyphosis and undue joint degeneration, it is well to correct 
it when possible and to do so the cause must be determined. Albright,”* *° 
*6, 27 Bauer,”’* *° Ghormley® and others have contributed greatly to our 
knowledge of bone atrophy and we should differentiate all patients with it, 
especially those whose atrophy is beyond what would be expected for their 
age. 

Briefly, the usual conditions resulting in decalcification are as follows: 
(A) Osteoporosis. 

This is a disease where the osteoblasts fail to produce sufficient bone 

matrix. It is not synonymous with demineralization and should not 

be confused with osteomalacia (failure of mineralization) or with 
osteitis fibrosa cystica (increased osteoclastic activity or bone destruc- 
tion). There are several clinical entities associated with osteoporosis 
and where there is sufficient trauma, degenerative arthritis can result. 


The 
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types of osteoporosis most frequently encountered in the aged 


groups are :** 


(a) 


(b) 


(d) 





Post-menopausal form. 

This is the type most frequently seen and usually develops to 
where it can be diagnosed by X-ray some fifteen to twenty years 
following the menopause, natural or surgical. (Figure 2). This 
author is of the opinion that the rheumatism which is frequently 
present in this fifteen year period is a part of this picture. The spine, 
pelvis and hips are selectively involved and structural collapse of the 
bone may occur in the later stages. Both sexes are involved but 
with the widespread castration and the earlier date of natural 
menopause in women, they are in the majority approximately 
78 per cent. This same ratio is seen in fractured hips, degenerative 
arthritis and senile kyphosis. The serum calcium, phosphorus and 
alkaline phosphatase figures are normal and the urine calcium is 
usually slightly increased. The X-ray picture of the spine is that 
of all the types of demineralization, “‘fish-tailing” of the vertebral 
bodies which probably is the cartilage herniating into the softened 
body. Wedging may be present. 

Treatment consists of the steroid hormone” and general man- 
agement of the menopause. Supportive measures for “rheuma- 
tism’’** should also be employed. Co-existing causes of deminerali- 
zation, if present, should be corrected at the same time. If fibrosis 
or arteriosclerosis is present, the Tocopherols prove of great 
value.** *° 
Disuse atrophy. 

This is encountered in the aged following prolonged bed rest, 
fractures with immobilization and causalgic states. The urine 
calcium is usually slightly elevated and the serum values normal. 
The X-ray picture is regional in changes. (Figure 3). The man- 
agement is obvious and physical therapy measures are of great 
value.”® 

Malnutrition. 

Hypoproteinemia”’ is the largest factor here and should be cor- 
rected when present. It exists more often than suspected and the 
bones respond well to therapy. A well balanced diet supplemented 
with the amino acids is emphasized. 


Senile atrophy. 
Like the skin, hair and other organs, the bones are subject to 
atrophy of age. Arteriosclerosis, post-menopausal state, and mal- 
nutrition probably play a great role here and these features should 
be recognized when outlining treatment. 
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Figure 2—Post-menopausal osteoporo- 
sis. This 78-year-old white woman de- 
veloped severe back pain one year ago, ’ 
recurring milder pains off and on since 
the menopause. 





Figure 3—Atrophy of Disuse. The right femoral head and neck are demineralized 
because the right femur is amputated at the extreme lower portion shown in the X-ray. 
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Figure 4—Osteomalacia. X-ray of 30- Figure 5—Hyperparathyroidism. The 
year-old white woman. The alkaline area of demineralization illustrated 
phosphatase was elevated, serum cal- here does not occur in the skull in 
cium and phosphorus were normal. senile osteoporosis. The serum and 
Relief of symptoms followed therapy. urine calcium are markedly elevated 


in this disease. 


(B) Osteomalacia. (Figure 4) 


This disease is not rare and probably occurs more frequently in senile 
groups than in children where it is known as rickets. The causes are 
usually multiple: privation, dietary deficiency, gastro-intestinal disease, 
and Vitamin D deficiency. The laboratory results are characterized by 
a normal or slightly lowered serum calcium and phosphorus, but the 
alkaline phosphatase is definitely elevated. Section of the bone reveals 
increased osteoblasts and decreased osteoclasts with decalcification 
throughout. These patients usually complain of pain in the spine and 
may be associated with muscle cramping and weakness, and numbness 
and tingling in the extremities; anxiety states may be present and in 
the advanced stage pathological fracture of the spine and hip. Hyper- 
ventilation may bring out a latent tetany. Treatment consists of a nor- 
mal well balanced diet, activated ergosterol, and support to the skeleton 
as indicated. In using activated ergosterol in these patients, urine 
calcium determinations should be done at home by the patient to regu- 
late the dosage of the drug. Physical therapy measures are effective; 
orthopedic management of fractures, if present, and complicating fac- 
tors corrected as far as possible. 








(C) 


(D) 
(E) 
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Figure 6—Multiple myeloma with diffuse type of demineralization. 
(Courtesy of the Mayo Clinic)” 


Hyperparathyroidism. (Osteitis fibrosa cystica) (Figure 5) 

This is rather rare and is capable of producing a disabling degree of 
demineralization. It is differentiated by a serum calcium of 12 or 
above, a low serum phosphorus and an elevated phosphatase. A section 
of the bone reveals marked osteoclast increase with giant cell formation, 
occasionally forming cysts. Surgical removal of a parathyroid tumor or 
hyperplastic tissue is indicated.*” ** ** 

Hyperthyroidism. 

The other clinical features of this disease are usually obvious. 
Multiple myeloma. ; 

As this disease may affect the X-ray appearance of the bone in a diffuse 
manner® it is apt to be overlooked. (Figure 6). Usually there are 
punched out areas which stand out on the X-ray. (Figure 7). The 
pain is usually more severe than in the other demineralized states. The 
serum calcium and phosphorus levels are usually elevated with the 
alkaline phosphatase normal. The plasma protein is elevated and Bence- 
Jones proteins may be in the urine. Sternal puncture is indicated when 
this disease is suspected. Stilbamidine therapy is now being used experi- 
mentally.*° 
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Figure 7—Multiple Myeloma. Usual type showing punched out area of demineralization. 


Compare with the diffuse type (Figure No. 6). 


(F) Metastatic malignant lesions. 


(G) 


— 


siopsy should be done if there is a question of diagnosis in these 
patients. 

Rheumatoid spondylitis of the spine. 

The tell-tale kyphosed poker spine with bamboo appearance in the 
X-rays usually gives this patient away. X-ray therapy*” ** and general 
supportive measures are the treatments of choice. 

Painful osteoporosis associated with potassium thiocyanate therapy. 
(Figure 8) 

A normal state results when the drug is discontinued. Under observa- 
tion at the present time is a group of patients who developed ischemic 
state while receiving xanthine therapy. 
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Figure 8 — Demineralization 
associated with Potassium 
thiocyanate therapy. 








Figure 9—Demineralization as result of ischemia. This patient had a Sudeck’s type 
atrophy following a fracture. These X-rays were taken two months after the splints 
were removed. 
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(1) 
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The bone atrophy of ischemia. (Figure 9) 

This is seen with causalgic states, such as the frozen shoulder syndrome, 
Sudeck’s atrophy and various vascular states. A normal blood supply 
restores these bones to normal. 

It should always be borne in mind that the causes of bone atrophy 
can be multiple and treatment organized accordingly. 


CONCLUSIONS 
The various causes of rheumatism in the older age group are discussed 


along with suggestions regarding treatment. The management of these pa- 
tients depends on an accurate differential diagnosis in each case and when this 
is done, the treatment is usually obvious and effective. 
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PENTOTHAL SODIUM IN THE AGED 
WITH RESPECT TO EYE SURGERY 


William E. Froschauer, m.p.,* and Cyril E. Schrimpf, m.p.t 


DuriNnG the past decade or more we have been given statistical reports from 
time to time concerning the longevity of man. We have been reminded 
repeatedly that in the next quarter of a century proportional years will have 
been added to the life span as medicine makes its strides. One writer recently © 
pointed out that equally as important as lengthening life is medicine’s role in 
making those declining years healthy and happy ones. 

Until recent years, anesthesia in the aged was considered a hazardous 
undertaking and was administered only to selected cases. Often operative 
procedures were not performed because of the inadvisability of adrhinistering 
anesthesia. With the advent of the newer anesthetic agents, including all 
forms of administration, local, general and intravenous, the fear of the 
effects of the administration of the anesthetic was diminished. Anesthesia 
is now administered freely and in the hands of a competent anesthetist the 
aged patient has a brighter outlook on life and can find relief from his dis- 
tressing trouble. 

The administration of pentothal sodium has been fascinating and 
intriguing. Formerly, patients coming to eye surgery would of necessity 
undergo their surgery with local anesthetics and in many cases the patients 
were very apprehensive. In some cases the local anesthetic did not have the 
desired effect; the patient was uncooperative and, in some instances, the 
operation was not a complete success. 

The administration of pentothal sodium is made easier if we bear in 
mind the senescent changes. Basically, these changes are the waste of tissue 
and dehydration. The replacement of this tissue is of a lower order, thus 
causing a difference in the function of these organs respectively and alter- 
ing the metabolism of the senescent body as a whole. The altered metabolism 
decreases the amount of pentothal sodium necessary to administer to aged 
patients. 

If we briefly consider some of the principles of pentothal sodium in its 
effects on the brain and the signs indicating the depth of anesthesia, its use 
is more easily understood. Himwich and Etsten* state that the metabolic 





Reap at the 4th annual meeting of the American Geriatrics Society, Atlantic City, New 
Jersey, June 5-7, 1947. 

*Staff member, Good Samaritan Hospital, the Deaconess Hospital, and St. Francis Hospi- 
tal, Cincinnati, Ohio. 

+Senior ophthalmologist, St. Mary’s Hospital; associate attending ophthalmologist, Good 
Samaritan Hospital; junior attending ophthalmologist, Deaconess Hospital; senior attend- 
ing ophthalmologist, St. Francis Hospital, Cincinnati, Ohio. 
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depression consists of a decreased oxygen uptake by the cerebral tissues and 
especially of the higher centers before the lower centers. Essentially, their 
theory is taken from a phylogenetic view in that the more recently developed 
brain centers are depressed first and the older layers last. They divide these 
layers into five groups: 

(1) The cerebral hemispheres, controlling the appreciation of environ- 
ment and coordination of motor activity; 

(2) The subcortico diencephalon, which is connected with the autonomic 
nervous system and ganglia whereby it may influence the cardial 
respiratory system; 

(3) Mid-brain, containing the motor nuclei for the third and fourth 
cranial nerve and part of the fifth; 

(4 and 5) The pons and medulla oblongata. The pons contains the 
nucleus of the sixth of the cranial nerve and portions of the fifth 
and seventh concerned with corneal reflex. The medulla oblongata 
contains nuclei for all the other cranial nerves and vital functions. 

They divide the anesthesia into four stages: 

(1) Clouded consciousness whereby environmental aspects are altered 
and euphoria is. pronounced. 

(2) Hypersensitivity which is characterized by loss of consciousness ; 
hyperactivity to pain stimuli, the activity stopping when the pain 
is removed. 

(3) Surgical anesthesia which is subdivided into three stages : 

a. Light anesthesia—response to painful stimuli is diminished and 
minor surgical operations are possible. 

b. Moderate anesthesia—all response to painful stimuli is abolished. 
However, reaction may be noted in increased respiratory rate 
and pupillary changes. This is due to the existence of the pain 
center in the mid-brain. 

c. Deep anesthesia—Moderate depression in the mid-brain and loss 
of visceral response to pain. 

(4) Impending failure, characterized by a depressed respiration and a 
diminution of pulse pressure. Dilatation of the pupil may be ob- 
served which is the result of anoxia. 





In our series of eye surgery patients no pathological conditions were 
excluded. Among the cases presented the following are some of the condi- 
tions found: heart lesions, kidney lesions, diabetes, hypertension, mental 
deficiencies and advanced arteriosclerosis. 

We felt safe in giving these patients pentothal sodium because of the 
small amount administered and the rapid response to consciousness after the 
completion of the operation. The majority of these patients were conscious 
and talking to us before leaving surgery and were oblivious to any pain or 
suffering entailed in the operation. 
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PENTOTHAL SODIUM IN THE AGED 





Of our series of 137 cases under pentothal sodium in 1946, 65 were 
from fifty to eighty-three years of age and of this number the respective age 
groups are as follows: 


a. fifty to sixty years 
a... oa ........8ixty to seventy years 
20 seventy to eighty years 

ccs ....... eighty to eighty-three years 


Following are the types of surgery performed on these patients: cat- 
aract, trephine, enucleation, iridenclesis, iridectomy, external canthatomy, 
discission, repair of orbit, plastic operation of eyelids, bilateral pterigium 
transplant, orbital abscess, ptosis of eyelids. 

In connection with pentothal sodium, the preoperative medication con- 
sists of 114 gr. nembutal the night before and 1% gr. an hour and one-half 
before surgery; also, morphine sulphate 1/6 gr. and atropine 1/150 gr. 
three-quarters of an hour preoperatively. The patient having been brought 
to surgery, pentothal sodium is started slowly and cautiously with local 
anesthesia to the cornea produced by instillation of pontocaine 14 per cent, 
alternating with adrenalin, until five drops of each are instilled. 

After attaining the desired effect from pentothal sodium, enough to 
insure the loss of sensation to the prick of a hypo-needle, the condyle of the 
mandible is located and the O’Brien injection infiltrating the seventh nerve 
with 1 cc. novocaine 2 per cent combined with suprarenin. This injection 
immediately produces anesthesia and akinesia, a temporary “Bell’s palsy” 
or a paralysis of the facial nerve, whose zygomatic and molar divisions 
supply the orbiculoris oculi. 

A fresh, sharp needle 3.5 cm. in length is introduced at a point in the 
lower lid 3 cm. medially from the outer canthus. Through the skin of the 
lid and into the orbit and muscle cone the injection insures complete anes- 
thesia to eye ball. 

The area of the conjunctiva where the surgical procedure is to be per- 
formed is injected intra-conjunctivally with several drops of novocaine. 

When the basal and regional anesthesia is completed, the surgery is 
commenced without fear of interference from the patient. At this time the 
administration of pentothal sodium is greatly reduced. The equivalent of 
3-10 gr. is usually sufficient during the whole operative procedure. If it is 
deemed advisable that the patient remain sleeping after having been returned 
to the room, a slightly larger dose of pentothal sodium can be given. 

Basal anesthesia and the regional anesthesia outlasts the pentothal 
sodium so that no post-operative ill effect or catastrophe has been expe- 
rienced. 

Of especial value is this type of anesthesia to the following patients: 
deaf and dumb; senile dementia; illiterate ; apprehensive ; and hypochondriac. 
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Case Histories 

Case 1. M. C. February 25, 1946. Age 79. Chief complaint, unable to 
see. Gradual loss of sight of right eye during past six years. Three years ago 
right eye became very painful with profuse watering, rapidly progressing 
loss of sight. Now able to see only bright light. 

Past history essentially negative. Predominant physical findings: Left 
eye conjunctivitis with profuse watering and able to distinguish only light. 
Right eye revealed also glaucomic changes. Blood pressure 190/90. Pulse 
and heart normal. Blood vessels revealed moderate arteriosclerosis. All 
other systems essentially negative. 

Laboratory findings: Hemoglobin 90 per cent; red blood count 4,500,- 
0090; Wasserman negative; sedimentation rate 15 mm. 

Under pentothal sodium and the regional block patient had an enuciea- 
tion of the left eye and trephine of right eye with administration of approxi- 
mately 0.5 grams of pentothal sodium. 





Case 2. E. V. February 11, 1946. Age 73. Chief complaint, pain in 
right eye. Patient complained of dizzy spells with pain in right eye and loss 
of sight in this eye. 

Past history essentially negative. Physical findings: Conjunctivitis of 
right eye with inflammation and watering. Physical examination essentially 
negative except for advanced arteriosclerosis, enlargement of heart to left, 
systolic murmur at apex and base. 

Laboratory findings: Red blood count 4,970,000; white blood count 
8,500; differential essentially negative; sedimentation rate 33 mm.; Kahl 
negative and urine negative except for faint trace of albumin. 

A trephine was performed with regional block as already described and 
pentothal sodium of approximately 7 grains administered. Patient was 
talking to us before leaving operating room. 





Case 3. A. K. October 10, 1946. Age 83. Chief complaint, left eye 
bothers right eye. In the past year patient noticed decrease in vision of left 
eye. Previously had right eye operated for glaucoma with relief of symptoms 
but no improvement in sight. Patient had been treated for past several years 
for hypertension and ankle edema and the past three weeks for nocturia. 

Physical examination: Patient was markedly deaf. Right eye revealed 
previous trephine operation. Left eye showed considerable conjunctivitis. 
Pupil was round and reacted to light. Blood pressure was 235/100. Pulse 76. 
Heart markedly enlarged with a loud systolic murmur heard best at the 
aorta area and transmitted to the neck. Abdomen revealed mass in umbilical 
area and liver two fingers below costal margin. Extremities revealed some 
edema. Patient was in a mild cardiac decompensation. 

Under regional block and pentothal sodium an iridenclesis was per- 
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formed. Patient received about 0.5 grams and was awake before leaving the 
operating room. 


Case 4. C. S. August and November, 1946. Age 79. Chief complaint, 
gradual loss of sight over a period of several years. Unable to see in either 
eye. Past history essentially negative. 

Physical findings: Loud systolic murmur heard over apex. Blood pres- 
sure 130/70; advanced arteriosclerosis; other findings negative; laboratory 
findings negative. 

Patient was brought to operating .room in August, 1946, for the first 
operation and November, 1946, for the second operation. Each time patient 
had a cataract removed from her respective eyes. The amount of pentothal 
sodium given in each case varied between 0.4 and 0.5. Patient made an 
uneventful recovery without injury to either eye. 








In all of these cases the pentothal was given very slowly, not more than 
2 to 3 cc. in the beginning, with a short interval of ten to fifteen seconds, 
then 1 to 2 cc. given slowly again at intervals, in order that the patient 
could reach the desired plane of anesthesia before the operation was started. 
After the patients were sleeping, due to the regional block it was not neces- 
sary to administer more than 3 to 4 gr. of anesthesia during the remainder 
of the operation. 

SUMMARY 

In summary, we have found: 

1) No contraindications to the use of pentothal sodium in our series 
of cases in eye surgery. 

2) With the regional anesthesia the amount of pentothal sodium is 
greatly reduced and the danger of overdose is practically nil. 

3) In aged people the metabolic processes are decreased with a lowered 
oxygen uptake, thereby lessening the amount of pentothal sodium 
required. 

4) Of especial value is its use in deaf and dumb, senile, and other appre- 
hensive patients, where cooperation under local anesthesia is very 
difficult. 

REFERENCE 
1. Ersren, B., and Himwicu, H. E.: Anesthesiology, 7:536, September, 1946. 


DISCUSSION 
F. L. Philip Koch, M.D. 
New York, N. Y. 
Doctors Froschauer and Schrimpf are to be commended for presenting 
for evaluation their results with regard to a subject and procedure that too 
frequently has been a matter of controversy in consideration of the problem 
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of anesthesia for eye surgery in the aged. As life expectancy statistically 
increases, it becomes progressively more desirable for the ocular surgeon to 
be able to resort to an anesthetic procedure that is as ideal as possible in any 
given instance. 

It is gratifying that the essayists emphasized the necessity for always 
bearing in mind the known, but too frequently ignored fact that aged tissues 
consistently exhibit wasting and dehydration and that the living organism 
as a whole constantly attempts compensatory tissue replacement. The latter, 
being of a lower order or grade, eventually produces, or results in reduced 
or depressed organ function and, therefore senescent metabolism generally 
occurs. This phenomenon with regard to subphysiological oxygenation, or 
anoxia, on a level below that maintained in earlier active years, is especially 
manifested with regard to nervous system tissues as was pointed out so 
succinctly by the authors. They utilized this known geriatric phenomenon 
in determining the effective amounts of pentothal sodium that they adminis- 
tered intravenously. 

It is of practical interest to the ophthalmologist that these workers did 
not ignore the usefulness of local ocular anesthetics, regional or block anes- 
thesia according to the method of O’Brien and Van Lint, and of the preopera- 
tive use of the systemic barbiturate nembutal. It was my first impression, 
however, on acquainting myself with their presentation that the auxiliary 
measures they advocated in themselves would have been sufficient to have 
permitted the accomplishment of almost all known ocular operative pro- 
cedures. On second thought, this impression immediately demanded revision 
because their work basically to me appears to lead to the conclusion that 
there exists a direct ratio between the amount of pentothal sodium that it 
is found necessary to administer and the degree of effective local anesthesia 
obtained by the accessory methods that they have mentioned. This ratio 
would appear to be reflected proportionately in the postoperative results and, 
as indicated by the authors, they were gratified by the lack of untoward and 
undesired phenomena manifested by the patients in the rather large series 
that they have reported. 


SE OE 


AMERICAN FOUNDATION FOR HIGH BLOOD PRESSURE 
ANNOUNCES GRANTS FOR RESEARCH 


The American Foundation for High Blood Pressure announces through 
the Chairman of its Medical Advisory Council, Dr. Irvine H. Page, that 
applications for grants for research in hypertension and arteriosclerosis may 
be made to the Chairman of the Allocations Committee, Dr. Harry Gold- 
blatt, Cedars of Lebanon Hospital, Los Angeles. Other members of the 
Committee are Dr. Thomas Addis, San Francisco, and Dr. William Dock, 
3rooklyn. 
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OLD AGE SECURITY IN 
OTHER SOCIETIES 


Bo 


Leo W. Simmons, M.D. 


THE EXPERIENCE of growing old varies widely with different people, per- 
haps even more than that of growing up. Certain of the extremes appear 
offhand : Old age can begin quite early or late in life and last a long or short 
time. It may be resented and discounted or welcomed and treasured. It can 
be an idle and useless period or an active and fruitful one. It may bring pro- 
motions in position and homage or demotions in both. It can drag itself out 
in dull, tedious dotage or go by quickly with interest and zest. There may be 
a full, ripe old age or none at all, in fact. Then in dying there may appear 
signs of surrender and defeat or heroics and a triumph. 

Thus, at one extreme, old age is considered a curse and, at the other, a 
challenge. Though most people face up to it somewhere between these points, 
the potential contrasts appear all along the course of senescence; and perhaps 
the most marked differences are found between persons in primitive and 
civilized societies. Why this should be so, and just what may happen in a par- 
ticular individual’s life, depend both on the caliber of the person and on the 
customs, codes, and circumstances of the society in which he lives. We wish 
to stress the latter and to show how society sets the stage, calls the cues, and 
determines limits to what may be done about growing old. 


THE ONSET 

The onset of old age for some people comes very close to what con- 
stitutes the prime of life for others. In the Philippines a generation ago it was 
said that a Bontoc Igorot is getting old at 30, is old before 45, and by 50, if 
she lives that long, she becomes a ‘“‘mass of wrinkles from foot to forehead.”’ 
By 55, “all are old and most are bent and thin. Probably not more than two 
in a hundred live to be seventy.”’ On the other hand, there are many people in 
the world who believe that old age begins at about seventy. 

The time in life when old age does appear is, in fact, a very controversial 
subject. General statements on the question are quickly challenged, and 
exceptions to any rule are easily found. The difference of opinion on this 
point is so great that a few people go as far as to insist that all systems of 
age-grading are arbitrary and that every person should be free to decide for 
himself just when he will become old. No society ever permits this, however. 

To rely on personal judgments as to when old age begins leads only to 
confusion. Indeed, it is in the personal experience of aging that the widest 
variations occur. When a test was made by asking readers of a newspaper to 


*From the Department of Sociology, Yale University, New Haven, Connecticut. 
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list the signs by which they noticed that they had become old, and to state the 
age when these signs first appeared, the average was 49, but the age varied 
greatly with different persons, all the way from 18 to 82. Examples from 
biography and literature show similar variations. 

Thus, it appears that while there are always some who feel old very 
early, perhaps the majority would side with Cato the Elder who said, “For 
myself, I would rather be an old man for a somewhat shorter time than an 
old man before my time.” In a sense, it would seem, everybody wants to 
become, but nobody wants to be, old. How people feel about it is, therefore, 
unreliable as a standard measurement of old age. 

As the matter stands, there is no good index—chronological or other- 
wise—that determines just when old age begins, but a wide transitional 
period with tests that shift with different peoples and in accordance with 
different stations in life. One thing is certain, however, individuals are rarely 
ever permitted to decide for themselves just when they will be old. Whether 
under primitive or modern conditions, old age proves to be more than a per- 
sonal matter with a beginning that can be left to sentiment, whim, or private 
opinion. It is, instead, a social and public question which will be decided 
mainly by one’s contemporaries and in accordance with their conventional 
standards. 

Our Social Security Board arbitrarily sets 65 as the threshold of old 
age. But even for contemporary American society some studies show the 
wide range of individual differences—as much as twenty or more years for 
different persons under different circumstances. 

Many factors influence the crucial date line. Occupation alone makes a 
difference, so great, indeed, that a miner, a seaman, or a hod carrier may find 
himself approaching retirement at about the time when a jurist, a physician, 
or a professor will be ripe for promotions and perhaps for his best work. In a 
significant sense, then, the mores of the time and place determine old age, and 
there is relatively little that anybody can do about it other than accept with 
grace the age-grade in which he is placed. “Be your age” is perhaps the 
golden rule here, however confusing or disconcerting it may appear. 





INTERESTS OF THE AGED 

There seems to be much more agreement on’ what old people want in old 
age than on when they will be old. Irrespective of time or place, when minor 
differences are allowed for, studies show that most old people want to live as 
long as possible, or until the advantages of death seem to outweigh the bur- 
dens of life. They want to get more rest and find easier ways to safeguard 
and preserve their waning energies. Yet they want to remain active partici- 
pants in personal and group affairs. Moreover, they generally seek to safe- 
guard and strengthen any prerogatives which they have acquired in a long 
life. And finally, most of them would prefer to withdraw from life as honor- 
ably as possible, without too much suffering, and with hopeful prospects for 
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an attractive afterlife. In general, these appear to be the chief goals of old 
people—whether in primitive or civilized groups—and they may be summed 
up in the word security, using it with broad connotations. 


THE QUEST FOR SECURITY 


How old people get security is a most crucial matter and it is also the 
basis for the wide contrasts that appear in the experience of growing old. 
Everywhere the human cycle begins with dependency of the young on those 
who are older and it ends with the dependency of the very old on those who 
are younger. But there is an important difference between the dependency in 
youth and that in age. Generally the young can rely on what appear to be 
instinctive tendencies on the part of parents to protect them in their help- 
lessness, but there are no such compelling instincts on the part of offspring 
to protect their parents when they become helpless with age. Even the lower 
animals do not show much innate tendencies but, rather, leave the aged of 
their species to die off when they become helpless. In the same manner, old 
people, much more than children, are ignored and neglected unless social 
customs and codes have developed to insure their protection. Thus security 
for old age, which stems from social rather than innate forces, may rise and 
fall with the trends and vicissitudes of a given society. 

In simplest terms, anybody’s security in his old age comes to rest upon 
the adjustments which he makes to others or to the society in which he lives. 
It thus depends upon his social prerogatives and how well he handles them: 
the duties, rights, and privileges which are established in his group and 
through which he has been able to attain recognized claims. To put it more 
bluntly, a satisfactory old age for anyone depends primarily upon the amount 
of persuasion or coercion that he can bring to bear upon the young and 
strong to respect and serve his interests when he becomes too feeble to serve 
himself. This depends, of course, upon the contributions which he can make 
to others, the sympathy which he may inspire, and, above all, the rights 
which he can command. 

Thus the quality and the degree of old-age security change considerably 
in different societies and at different times. But the surprise is that in many 
respects the problem has become increasingly acute as civilization advances. 
Indeed, in spite of the achievements of our modern times, it can be ques- 
tioned whether the place of the old in society has not been more satisfactory 
in many respects under more primitive conditions of life. Perhaps, therefore, 
we can learn something useful from our primitive. contemporaries and pred- 
ecessors concerning the ways they have faced the problems of old age and 
the safeguards which they have worked out. In general, these may be con- 
sidered under economic adjustments, opportunities in government, privileges 
and powers in the family, advantages gained through the accumulation of 
knowledge and experience, together with the exercise of magic rites and 
religious practices, and finally, in the opportunities afforded for the at- 
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tainment of prestige and solace through the manner in which death is 
experienced. 
Economic ADJUSTMENTS 

The importance of food in proper amounts, at frequent intervals, and 
i! suitable form increases with age. This last is quite generally recognized 
and certain tribes have special food-sharing privileges for the old. However, 
these often seem to have arisen from other grounds than sympathy for the 
aged. Since indiscriminate eating is believed to be a potent means of disaster, 
long lists of food are forbidden. Often they include very tender morsels which 
are taboo to children, youths, middle-aged men, and to child-bearing women, 
but which are considered quite safe for the old people because of special im- 
munity which they have built up through a long life. Though it is difficult 
to demonstrate that oldsters ever invent such social expedients in their own 
interest, they do stress the taboos and partake freely of the food. ‘The idea 
throughout,” says the ethnographer, “is evidently that which obtains so 
largely in savage tribes; of reserving the best things for the use of the elders, 
and more especially the elder men.”’ One author illustrates the practice with 
such taboos and their consequent penalties among the Arunta in Australia 
(1899) : 

Wild turkey and its eggs: premature aging. 

Parrot and cockatoos: development of a hollow on top of the head and 

a hole in the chin. 

Quail and its eggs: general stoppage of growth and no beard. 

Wild-cat: painful and four smelling eruption on the head and neck 

which applies until very old age is reached. 

Many other taboos with similar consequences are recorded for this and 
other tribes and it is reported that the aged are constantly on the alert 
against violations. In some very primitive tribes (Adamanese, Araucanians, 
Bushmen, Creek, and Polar Eskimo, for example) conventionalized systems 
of food-sharing for all members of the group have existed as a safeguard 
against periods of general privation, and in these the aged have also shared. 
Such general food-sharing systems seem to have declined, however, with 
advance in cultural developments. 

A more important means of economic security for old people that are 
too feeble to support themselves is active association with and assistance to 
others who are strong. Everywhere in primitive societies the aged are found 
helping out at the lighter tasks on the trail, in field, camp, and household and 
at almost any jobs that they can find to do. By their services they gain a 
little more consideration and protection. Whenever the contributions of old 
people cease to compensate for the attention and care which they require, 
unless they have other prerogatives, their security is threatened. Although 
such opportunities differ greatly under varying social systems, they have 
tended to increase with cultural advances, especially up to and including agri- 
cultural economies, and have proved to be great assets in security for the 
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aged. It is true, however, that such labors of necessity often insure little 
more than bare subsistence, for the menial and humdrum tasks imposed on 
powerless old people may become little more than demotions in drudgery 
and constitute last attempts at survival. A satisfactory security for the aged 
generally requires additional and more effective adjustments. 

Property rights are much more substantial safeguards for old people. 
They are perhaps the most flexible, impersonal, and effective means of obli- 
gating others to render services. Generally, when such rights are firmly 
entrenched in a society, they enable individuals to accumulate and to store 
up credits as “rain-checks” against the hard days ahead, and since the 
enforcement of property rights rests upon the social code and the surveillance 
of appointed agents empowered with group sanctions, all the aged possessor 
has to do is to meet the terms of the code. He does not have to defend the 
rights by his own strength. Thus with a backlog of established claims, he is 
in a position to manipulate them in getting wants satisfied long after he is 
too feeble to support himself. It is certainly true that wherever these rights 
are well developed in a society there is a marked difference in the security 
of persons growing old with and without the accumulation of property. 
Indeed, few contrasts are more pronounced in the status of the aged. More- 
over, this gives the old a distinct advantage over the young in that they 
have had a longer time in which to acquire the rights. 

In an over-all summary of much information on primitive peoples it 
appears that property rights as a means of security for the aged had a very 
simple beginning and increased in importance with the development of more 
complex social systems and advanced cultures. Of course, whenever the ex- 
isting property of a group becomes concentrated in the hands of a very 
small percentage of the population, its effectiveness as a means of security 
for the majority of the aged is greatly diminished, and old-age distress for 
this group may come to be expressed primarily in terms of economic de- 
pendency. Under such circumstances, it is possible for large numbers of old 
people to suffer dire privations in a land of plenty. The problem for the 
aged thus becomes one of establishing stronger claims—perhaps on other 
grounds—to goods already accumulated in the society. 


DomeEsTIc RELATIONS 


In primitive societies the reliance of old people on younger members 
of kith and kin is an adjustment so nearly universal that it cuts across most 
cultural traits and trends and is not greatly hindered by varied combinations 
of them. Not infrequently old people manipulate such bonds to great per- 
sonal advantage, finding in family relationships opportunities for participa- 
tion well on into senility and some rights which even outlast life itself, for 
the last wishes of the aged parents are not entirely ignored by their offspring. 

One way in which the old have gained advantage in family ties is by 
marriage to younger mates, a rather widespread practice, especially by men. 
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Aged women who wish to enhance their position in the household, but unable 
to marry younger men, sometimes encourage their husbands to take on 
younger wives to help with the work. 

More important for security than such marriages is the rank and 
authority which an old person holds in the family. The authority of parents 
over their children is recognized in rudimentary as well as complex societies. 
Powers and vested interests which are favorable to old people often affect a 
wide circle of relatives. Such family prerogatives vary greatly in different 
societies and cultures, but they are always present to some degree and pro- 
vide some additional security to old people. 

One relationship of special interest is the intimate association of the 
old with the very young. Frequently they are left together while the able- 
bodied of both sexes go forth to earn the family living. These oldsters pro- 
tect and instruct the children who, in turn, act as “eyes, ears, hands, and 
feet” for their enfeebled old friends. In a social sense, the aged thus return 
to childhood, finding therein a useful occupation and an active interest for 
the long, dull days of dotage. 

As the old people suffer increasing loss of both physical and mental 
powers, with no prospects of regaining them, they differ significantly from 
the young, the sick, and the temporarily disabled. They are thus forced to 
withdraw permanently from the rigors of life and to retreat within the bosom 
of the family. There they take their last stand, relying more and more upon 
their kinsmen. But such a retreat to domestic shelter does not imply a mere 
passive or parasitic existence. They still have their skills, knowledge, and 
experience, their magical and religious qualifications, and their property 
rights and other claims which they continue to use to the best of their ability. 
Indeed, it would appear that few expedients have been left untried by old 
people in their attempts to strengthen these and other prerogatives. 


CoNnTRASTS 

Some contrasts between old age among primitive and civilized peoples 
are quite obvious. The former have far less knowledge of the biological and 
medical aspects of aging and thus indulge their fancy much more freely con- 
cerning the nature and significance of senescence. They entertain many 
mythical accounts of a golden age of perpetual youth, of the unnatural origin 
of old age and death, of exceptional persons able to escape both of these mis- 
fortunes, and of perennial endeavors, to find lost or secret remedies for re- 
juvenation or the prolongation of life. 

Another difference is the fact that the average lifetime in primitive 
society is short, that most people die in youth or middle age, and that rel- 
atively few ever reach old age, whereas among advanced people a long life 
is a reasonable expectation of the average person. Thus, old age, a rarity 
with them, is a commonplace with us. Indeed, for them a modest old age 
may provide a mark of distinction in itself, while in modern society only a 
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centenarian achieves wide recognition by survival. Although primitive man’s 
chance of long life cannot be compared to ours, a few do live as long and are 
for that very reason considered much more unique and worthy of respect. 

This greater distinction for the relatively few old people is further 
strengthened by the fact that those who do survive the rigors of primitive 
life generally remain more vigorous and active than old people in modern 
society. Under hard primitive conditions the weaklings are weeded out all 
along the line and those who become helpless are soon eliminated, but in 
protected, civilized society weaklings and the helpless are preserved. It is 
not surprising, therefore, that old age among us tends to be regarded as a 
helpless and pitiful state. And think how much more this will be so if we 
learn how to keep old people alive twice as long as we do now! 

The proportion of old people who remain active, productive, and even 
essential in primitive society, as compared with modern civilization, is 
higher. Primitive peoples have succeeded amazingly in providing ways for 
utilizing the services of their few old people and for regarding them as treas- 
ured assets of the community. This is not to say that there are fewer useful 
functions in civilized society that the aged can fill measurably well—the 
reverse is actually possible—but among us competition with the young is 
generally much stronger. Indeed, primitive cultures are sometimes so well 
adapted to the capacities of old people that old age can become for a time 
a more enviable period than the youthful years. With us the average old man 
or woman is generally retired much earlier, and far more decisively. 

The experience of aging in primitive society is more smoothly tapered 
and the onset of senescence is less abrupt and freer of traumatic transitions, 
not alone on occupational grounds. No haunting calendar, no chronological 
dead-line makes each birthday a well-marked milestone on the road to death. 
This constant awareness of chronological age has little place in primitive 
life. Primitive man has his superstitions, to be sure, but the calendar bugaboo 
is not one of them. 

A further contrast lies in attitudes towards death, beliefs about dying, 
and the significance placed on the manner and means of death. With us it is 
axiomatic that the very aged are nearing death’s door and their unpleasant 
preoccupation on this is almost taken for granted. But primitive oldsters are 
not so convinced that age must bring death, and when it does occur even to 
a patriarch, other explanations may be found to account for the catastrophe. 
It may well be that we, for all the benefits of our civilization, are less well 
prepared than primitive man to cope with death. 

A final contrast of great importance is that the cultural context—eco- 
nomic, social, religious, and domestic—seems better geared to the capacities 
of the aged in primitive societies than in advanced civilization, so that they 
may more often continue to function effectively far into senescence. More- 
over, among primitive peoples, expedient adjustments are made by the aged 
themselves as they grow older, whereas in modern civilization protection for 
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the aged is either provided by planned and legislated programs or by anxious 
preparations made by persons during their youth and middle age in the form 
of savings or otherwise. Modern institutional alignments work to the dis- 
advantage of old people in that there is little left that they can do for their 
own security when they are old. 

Thus, while gains have been made and others are in the offing, the 
question arises whether some very serious losses have come to old people 
with the advance of civilization. In our society, the price of secure and self- 
respecting old age must be paid out of the prime of life; and then, in old 
age, the beneficiaries become functionless hangers-on, who have had their 
day in the field and are now relegated to the side lines—out of contact with 
the business of life. Like unwanted children who are in the way, they often 
come to feel out of tune with time and place. No matter how justly deserving 
one may be, even a safe seat on the side is a poor substitute for an active 
place in the field. It is the passiveness of old age among us that makes it so 
unhappy. Modern civilization has added more years to life, but has it left as 
much life in the twilight years? 





DIVISION FOR THE AGED OUTLINES FIVE YEAR PROGRAM 


The Division for the Aged of the Health and Welfare Council, Inc. of 
Delaware, Montgomery and Philadelphia Counties, Pennsylvania held its 
annual meeting on May 25 at the Lutheran Home for Orphans and Aged, 
Philadelphia. Mrs. Arthur T. Lukens, Chairman, presided. The program 
was as follows: 
Brief reports of activities of the Division for the Aged: 
Committee on Old Age Counseling (Joint Committee with Family Division) 
—Mrs. Francis J. Stokes, Chairman 
Committee on Superintendents—Mrs. Anna Sutton Myers, Chairman 1947-48 
Committee on Standard Structures and Responsibilities of Boards of Trus- 
tees—Mrs. Knute E. Anderson, Chairman 
Committee on Five Year Program for the Division—Miss Mary L. Poole, 
Chairman 

Election of Officers and Advisory Committee—Rev. James M. Collins, D.D., 

Chairman, Nominating Committee 

“Basic Rules for Vitality in Later Years’—Henry F. Page, Jr., M.D., Staff 
Physician, Lankenau Hospital, Philadelphia . 

“Present and Future Programs of the Lutheran Home”’—Walter R. Harrison, 
Superintendent- Pastor 


In order to better serve the needs of the older people of these counties 
the Division has taken careful stock of all possible and desirable develop- 
ments and services to meet these needs. A program for the work of the 
Division has been outlined in a report of the Five Year Program Committee 
entitled “Five Year Program” and is available to groups interested in pro- 
grams for older people. Copies may be requested from Mrs. Arthur T. 
Lukens, Chairman, Division for the Aged, Health and Welfare Council, Inc., 
311 South Juniper Street, Philadelphia 7, Pennsylvania. 

















SOCIAL AND PREVENTIVE 
GERIATRICS 


A Survey of Medico-Social Problems Connected with Health and Illness in 
Later Life 


James W. Affleck, M.B., CH.B., F.R.F.P.S. (Glasgow)* 


THE IMPORTANCE OF DEFINITIONS 


THE use of the term “chronic sick hospitals” into which large numbers 
of the aged poor in Great Britain were admitted in the past, has had the 
unfortunate effect of emphasizing the relative length of illness among the 
older members of the community almost to the extent that short illnesses 
with recovery were (for administrative purposes) overlooked. The impres- 
sion persisted that the admission of the aged person to hospital was synon- 
ymous with chronic sickness. This general attitude had the effect of reducing 
the old persons’ chances of admission to an acute hospital and of reducing 
the morale of both staff and patients in these so-called chronic wards. We do 
not expect to return aged tissues to the activity of those of the mature adult 
but it is now recognised that with appropriate treatment the chances of 
maintenance or return of function are very frequently present. The use of 
the term “geriatrics” to cover diseases associated with ageing is spreading 
and will help to dispel the atmosphere of hopelessness as the emphasis on 
chronicity will be eliminated. 

It is important, however, that not only physicians interested in geri- 
atrics but also their medical auxiliary and social worker associates, should 
have before them a clear idea of the different groups included in the term. 
What is required is not so much a restatement of the definitions of the terms 
as an insistence on their accurate use. It frequently happens for example 
that the terms “aged and infirm” are used coupled together unnecessarily 
and made to appear synonymous. As will be shown, this habit of thought 
leads to confusion. The following are the terms in most frequent use: 

(1) “Gerontology” is the knowledge of ageing process embracing bio- 
chemistry, physiology, pathology, clinical signs and psychology. 

(2) “Geriatrics” embraces all the aspects of care of elderly patients 
with the administrative and social extensions which follow : 

(3) “The elderly” is a kindlier term which should be regarded as 
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synonymous with “the aged.” These terms should refer to people whose 
tissues function in a healthy way but in whom physiological changes of post 
maturity are found. 

(4) “The infirm” are those elderly subjects who through accident or 
disease or degenerative condition are unable to maintain complete inde- 
pendence. They are able to leave their beds for at least part of the day but 
require a varying amount of attendance often of a domestic rather than of 
a nursing type. 

(5) The term “aged sick” would be best kept for acute or subacute 
conditions which are expected to respond to treatment or to advance fairly 
rapidly. 

(6) “The aged chronic sick” or the “aged bedridden” should be 
applied to those who are confined to bed all day and require constant atten- 
tion over long periods. 

(7) “Senescent” and “senile” as adjectives are for the most part used 
in relation to either physical or mental changes while “the senescent’? and 
“the senile” as nouns are usually used to imply two stages of mental deteri- 
oration. “Senescence” might be restricted to the almost physiological de- 
crease in recent memory and mental agility. 

(8) “Senility” covers more severe disturbance with some confusion 
of ideas, a tendency to disorientation for time and severe contraction of 
interest. 

(9) “Senile dementia” should be reserved for cases of senility with 
unreasonable behaviour disorders and ideational aberrations such as paranoid 
states. 

Clinically, the conditions defined may follow one another rapidly in the 
one patient but they represent increasing degrees of social incapacity and 
are of significance to the doctor, nurse, administrator and social scientist. 

Mepico SociaAL PROBLEMS 

(a) Changes in Society. It has been recognised by statisticians for 
some time that the proportion of persons over the age of 60 years, was in- 
creasing in relation to the younger age groups. The social and medical 
significance of this fact, however, has not yet received full attention from 
physicians or administrators. The Beveridge Report’ published in Britain 
estimated that whereas in 1941, 12 per cent of the population or 5.6 million 
persons were men of 65 and over, and women of 60 and over, in 1971 it 
was expected that almost 21 per cent, or 9.6 million people, would be of 
these ages. Following similar statistics in a recent Government White Paper,’ 
it is pointed out that whereas in 1945 there were 16 pensioners to every 100 
contributors to pension schemes, in 1975 it is anticipated that there will be 
31 pensioners per 100 contributors. American population-age changes show 
similar trends. 


The effect of the reduction in the proportion of young people in the 
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population is bound to have widespread economic effects. Among these will 
| be an attempt by the various industries and professions to attract as high 
| a percentage as possible of the scarce community—youth. Medicine will 
always be attractive but it is unfortunately a fact that nursing is in diffi- 
culties already. 

In addition to this age trend, the internal arrangements of society are 
altering, with the effect that the family as a unit accepting the responsibility 
of a fixed place in the community is a less frequent phenomenon. This has 
been illustrated by Tuohy’ in a recent. article in which it was pointed out 
that the drift from the country to the town, the easy travel to other parts of 
the country, the work of women in industry, the increases in the number 
of divorces, are all factors which remove the family responsibilities which 
were much in evidence in the pioneering and farming days. There is not, 
therefore, the same tendency to look after elderly infirm or aged sick rela- 
tives in the home, for many homes cease to exist almost as soon as the rela- 
tively few offspring reach the fledgling stage. 

(b) Changes in Medical Practice. The social changes mentioned are 
readily recognisable by general practitioners. Diphtheria, scarlet fever, sep- 
ticaemia, puerperal infections, etc., are young persons’ ailments and are 
taking up less and less time. This trend will progress as chemotherapy and 
immunisation methods advance. On the other hand, more time is spent in ‘ 
services associated with the diseases of maturity and age—the search for a 
neoplasm, factors in an arthritis or the treatment of a degenerating cardio- 
vascular system. Statistics of cases in his general practice have recently been 
recorded by Dulake.* The cases could be grouped as follows: 








June January 
Types of Cases 1946 1947 
Conditions due to Senile decay (70 and over)............cceeeeeeees 21% 13% 
SPBEEMBNOTIC AGHEOTIG  BPISEOSE.. <oieis-o010- nin on wale 6 os op RESON AaCe edeab 38% 26% 
AUR RINUIRSA TEER OOT Ot oa. AS os a's, Zin we VA hb ENS 0's SEER KRIS LEM RS ERS 18% 20% 
PATE UTEP GHIONIS. “IDISPAEOG So c.< calc e Canola edad c shah MMe as Pe aRicke bales 11% 6% 
PMOL A CAN ASOCU LE 650k ss ce aah NWN Od Said G chin ay ow EMER Ce ONE SAR Oe 0% 25% 
MOSSE REIT = cs ORCS A os 46% Sais «DREW Bis RIN Wik ORS BE OA CAS 12% 10% 

The figures show that chronic and geriatric disorders supply about 50 

per cent of the work and are less in winter only by dilution by acute respira- 





tory infections. 

In addition to the change in material, the form of practice itself has 
altered in recent years as a result of increasing specialisation. The question 
now arises whether the creation of a further specialty—geriatrics—would 
make for efficiency. In spite of the fact that the sphere of pediatrics is in many 
respects analogous, it is doubtful if so wide a subject can be made a specialty” 
Certainly the geriatrist will find his field of action widening in the direction 
of psychiatry and social medicine as well as embracing all the intricacies of 
internal medicine, rather than decreasing and concentrating as specialist 
action normally does. The position appears to be that the geriatrist must be 
primarily a physician with special knowledge, not only of the modifications 
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of disease and of the special conditions likely to occur (both physically and 
mentally) in later life, but also with wide interest in the social and legal 
facilities which so many old people require. 

(c) Changes in Hospital Practice. General hospitals have in the past 
tended to fall into two groups: (1) those dealing with acute cases and (2) 
those dealing mainly with long-term cases. The social changes mentioned, 
however, are making this dichotomy less and less practicable, especially in 
Britain where house destruction and the need for women in factories has 
reduced home nursing very greatly. It is found that the great scarcity of 
beds for the number of long-term cases requiring them results in acute 
beds being monopolised by them. The effects are that subacute cases have to 
await admission for periods during which their disease may progress beyond 
therapy, and hospital authorities tend to resist the admission of older patients 
in the fear that they may be long-term residents. 

Poverty, age and chronic disease have always been intimately associated. 
The result has been that the hospitals which catered to the aged and the 
poor have usually been provided by the local government authority as part 
of the essential welfare services. As remarked earlier, this has led to a lack 
of interest in acute, curable or treatable diseases of later life and many old 
people have been denied the benefits of modern investigation and treatment 
by admission to a hospital which lacks facilities for dealing with their par- 
ticular complaint. At the same time, the training of medical students and 
nurses usually occurs in acute hospitals, with the effect that both classes 
lack experience of the scientific treatment of the aged and long-term cases 
which may occupy so much of their time after qualification. 

The modifications in the hospital system which are in progress now 
seek to ensure complete and appropriate investigations for all cases, irrespec- 
tive of age and social standing. This will be accomplished by providing 
accommodation for long-term and elderly cases in hitherto designated 
“acute” hospitals and by establishing acute departments in, or in close liaison 
with hitherto designated “chronic” hospitals. The National Health Service 
Act (1946) serves to help this end by setting up regional and local govern- 
ing bodies which will be responsible for arranging the services and main- 
taining them, respectively. The accumulation, in one ward or hospital of 
patients whose sole resemblance is long-term illness is a product of the 
arrangement whereby one authority only is responsible for the management 
of long-term sick and sick aged. It is recognised that the presence of young 
“chronic sick people suffering from post encephalitis lethargica, congenital 
lues, cerebral diplegia, etc., is inappropriate in a hospital or department where 
the vast majority of the patients are over 60 years. The task which remains 
is to convert the new geriatric departments into actively therapeutic and 
research institutions, remove the static custodial atmosphere, but maintain 
the high qualities of patient service. 
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A Swort HistoricAL REVIEW OF BRITISH WELFARE SERVICES 
FOR THE AGED 


The services are in process of evolution from sporadic charity to com- 
plete national insurance. 

The “Hospital of St. Cross” in Hampshire is the oldest institution of 
its kind in England. It was founded in 1136° “to shelter thirteen poor 
men, feeble and so reduced in strength that they can hardly stand or with 
difficulty support themselves without another’s aid.” They were to be given 
“garments and beds suitable for their -infirmities, good wheaten bread daily 
of the weight of 5 marks, three dishes at dinner and one at supper suitable 
to the day, and drink of good stuff.” It still exists after 800 years. 

Work of a similar character was performed by the monasteries through- 
out the Middle Ages and is represented in modern times by various Homes 
and Infirmaries run by churches and convents and voluntary bodies through- 
out the country. 

The first State interference in the field of social benefit® occurred 
with the Poor Relief Act 1601 which arranged the relief of the aged and 
the infirm among the other duties towards the poor. The association between 
poverty and age which made this necessary is still maintained. In 1892 it 
was reported that in Great Britain there was 5 per cent pauperism and that 
29.3 per cent of the cases were over 65 years. In 1947 in Hennepin County, 
Minnesota, U. S. A., 26.2 per cent of the people over 65 were in receipt of 
relief.° The care of the sick and infirm poor was provided from the 17th 
century in the local parish “poorhouses” which continued to function in 
various forms till 1929. It then became legally possible for the poor relief 
and hospital functions to develop separately. Each county and town made 
their own arrangements. The change will be completed in 1948 when all 
institutions which can be defined as hospitals will be supervised as already 
described. They will become the responsibility of one department of the cen- 
tral government though administered by locally selected committees. 

The first government old age pension scheme in Britain was introduced 
in 1908 to provide a small weekly payment to those over 70 provided that 
there was no evidence of “persistent idleness” nor imprisonment within the 
previous 10 years. The present situation allows both contributory and smaller 
non-contributory pensions and provides further assistance where required 
by the issue of supplementary allowances. In July, 1948, the National Insur- 
ance Act will come into effect by which a weekly contribution will make the 
whole population eligible for retiring pensions. At the same time the National 
Assistance Act will become operative to take over the distribution of the 
above extra allowances for those not covered by insurance, as a national 
instead of a local responsibility. It also provides for the establishment of 
special local government hotels for the elderly who wish to have this type 
of accommodation. These will have well fitted bedrooms, dining and sitting 
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accommodation, laundry, and periodic visits from nurses for those requir- 
ing minor attention. There will be a standard charge and those who can 
afford it will pay in full, but there will be a minimum sum which every 
inhabitant must pay out of his retiring allowance. This represents the final 
dissolution of the atmosphere of the Poor Law of 1601. 


Mepico-SociAL SERVICES FOR THE ELDERLY 


The population trend and evolution of welfare services reviewed sug- 
gest that it is desirable to have in mind the requirements of a comprehensive 
scheme to cover all the needs of the aged. This would of necessity include 
preventive, social, medical and rehabilitation services for the various cate- 
gories of elderly persons. Suggestions are now put forward toward such a 
concept. 

(a) Preventive Services. These aim at the maintenance of health and 
vigour throughout life in order to make it possible for individuals to con- 
tinue active community life to a maximum and to retard the onset of real 
old age. At the same time age should become a definite asset to the com- 
munity. Preventive medicine is generally regarded as an attempt to modify 
the environment to provide a healthy medium free from threatening infec- 
tions. Preventive geriatrics tends to require a more personal approach and 
aims at providing the individual with the facilities for maintaining his health. 
The responsibility of using the means provided remains a personal one. 
Preventive geriatric services might be summarized as follows: 

(1) Nutritional standards must be satisfactory throughout all sections of 
the community. The elderly may need help in obtaining and cooking 
their food as well as guidance in selecting the best their means can 
provide. 

(2) Industrial and factory medical services should be extended and should 
provide the opportunity for older workers to discuss the relationship 
between their responsibilities and capacities. 

(3) Diagnostic facilities for the early recognition of the progressive dis- 
orders should be readily accessible to all. Arthritis clinics are becoming 
more numerous. The Cancer Act (1939) seeks to ensure the proper 
distribution of diagnostic and treatment’ facilities throughout Great 
Britain. 

(4) Physical personal hygiene instructions, such as special care of mild 
respiratory infections in old people, are a relatively untouched branch 
of lay health education. 

(5) Mental hygienists can contribute to popular literature and serve geri- 
atrics by explaining the adjustments necessary with advancing years 
and the healthiest relationships between the different generations. 

(6) The regular health check-up gives the opportunity to discuss all the 
above measures and is probably the most important single procedure. 
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Thewlis and Gale’ have recently emphasised the value of preclinical 
medicine by advising on the individual’s hereditary and constitutional 
tendencies throughout life. 

(7) The National Medical Service proposed for Britain in 1948 includes 
the provision, where required, of aids to sight and hearing. If hearing 
aids are suitably fitted and used, they will serve to assist in reducing 
the social and psychiatric casualties of age. 

(8) The lack of provision of convalescent homes for the aged and the exclu- 
sion of those over 65 from many of these establishments is deplored. 

(9) Education in the use of leisure is a by-product of most adult education 
and any measures to extend it should be regarded as an important 
contribution to health in old age. 

(10) The provision of ways and means to promote research in geriatrics 
and gerontology, especially at present when the need and urgency of 
study of our problems are not properly appreciated, are probably the 
most important impersonal preventive measure. 

(b) Social Services for the Elderly. Like other members of the com- 
munity, the elderly (non-sick) seek a basis of economic security, suitable 
housing and an opportunity of playing a part in the communal life. 

1. Economic Security. Social Services are not desirable nor generally 
accepted if they interfere with the independence or liberty of the subject or 
savour of condescending charity. The extensive measures envisaged in Britain 
to deal with the problem of economic security in the elderly have been out- 
lined. They are aimed directly at reduction of the precursors of disease, cold, 
starvation and fatigue and will be earned by the individual during his or her 
working days. 

2. Housing. Suitable housing for the aged is now recognised as a 
problem to be considered wherever new houses are being built on a large 
scale. The better the provision of houses and services for this group the fewer 
hospital beds will be required. Houses designed for the elderly to reduce 
fatigue by convenient arrangement of rooms, easy access to shops, buses, etc., 
and designed to avoid accidents by reduction of stairways, safe cooking 
apparatus, etc., are required to the extent of 10 per cent - 30 per cent of all 
new houses built—the actual proportion depends on the degree of urbanisa- 
tion. Most old people have very definite ideas regarding where they want to 
live and the furniture they want to live with. These factors and others, such 
as proximity to children and friends, must all be considered. London County 
Council have recently approved the provision of cottage flats for elderly 
couples and single persons to be built close by a large block of family flats on 
a site made free by destruction from bombing. 

3. Domestic Help. It is estimated that in the city of London there are 
over 85,000 persons over 80 years old living alone. The longer the old folk 
can live in their own houses the better, but to ensure this varying degrees of 
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assistance may be required. Thus, voluntary workers find wide scope when 
they visit the houses of the elderly. They may find service in helping with 
domestic work, shopping, correspondence, reading, etc. Old Peoples Welfare 
Committees exist in most localities. They serve to co-ordinate and organize 
these voluntary help services which are capable of great expansion in this 
field where loneliness is very common indeed. Cooking and shopping are 
often difficult and tend to be neglected by some old people, especially if ration- 
ing complications are encountered. In order to maintain proper food-intake, 
many town welfare committees arrange for a hot meal to be delivered regu- 
larly once or twice per week to each elderly person for a small charge. 

4. Communal Homes. Various types of shared or communal homes 
have been in existence for many years but definite steps are being made to 
find by experiment which are most suitable. Possibly the most successful is 
that developed in Glasgow (Scotland) which provides separate cottage type 
flats or houses for both couples and single people consisting of a bed-sitting 
room, with cooking and sanitary annexes and associated with a large common 
dining room in which the mid-day meal is obtainable. Various club and other 
social activities are easily developed in such circumstances. A sick bay is pro- 
vided as well as administrative staff who arrange for various types of help 
as required. 

Hostels in which often more than two persons share rooms are also 
increasing in number as the need for communal homes of both elaborate and 
simple types is becoming obvious. It is expected that the recently established 
National Corporation for the Welfare of the Aged—a voluntary body fi- 
nanced by the Nuffield Foundation—will greatly stimulate and aid their pro- 
vision. 

The provision of special hotels has been mentioned as part of the future 
plans for Old Age Welfare. 

5. Occupation. The desire to remain part of the working community 
is evidenced by the fact that in a favourably placed town (during the war) 
87.9 per cent of the men over 65 were in employment. There was little dif- 
ference in the percentage employed in the age groups 65-69, and 70-74 years. 
In a country where labour is in shért supply this attitude is encouraged, but 
the arrangements for providing suitable jobs for those unable to carry on as 
they did in middle age, are not very satisfactory. Research into the type of 
occupation suitable for the elderly is required. The Rowntree Committee 
recently investigated® the type of work done by workers over 65 and the 
criticisms of elderly workers employed by 455 firms. It is in agriculture that 
men, and in domestic work that women traditionally carry on working with 
disregard to age. The chief reason for this rests in the fact that in these 
occupations the actual daily tasks may be modified relatively easily to suit 
varying capabilities. This elasticity must be found in industry before similar 
results will be obtained. The elderly workers generally do not wish to be 
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labelled as such by the provision of special welfare services but adjustments 
may be made by the provision of lighter jobs, shorter hours and help with 
transport to and from work. The industrial medical services should have 
definite facilities for this group of workers. 

6. Communal Life. Education in the use of leisure must be begun rela- 
tively early in life to give independence, but the position now occurs in which 
the aged find themselves with time to spend and neither friends nor hobbies 
to relieve boredom. An attack on this problem is made by the Old People’s 
Welfare Committees who organise cluks and social activities. The clubs are 
encouraged to become independent and some have been fortunate or enter- 
prising enough to acquire pleasant premises and adequate recreational facili- 
ties. Membership of such “Derby and Joan” Clubs and societies is a very 
important aspect of life to many people—in some cases it is their only friendly 
link with others. 

(c) Rehabilitation and Treatment Services. 

1. For the aged sick. It is necessary that the complete facilities of a 
general hospital should be available and should include specialist help, radi- 
ography and laboratories. It is possible to imagine a geriatric hospital con- 
sisting of medical, surgical, orthopaedic, psychiatric and ophthalmic depart- 
ments with out-patient and rehabilitation facilities specially designed for the 
needs of those over 60 years. In such a hospital all stigmata of chronicity 
would be removed, though there would be acute and long-term wards. The 
psychiatric section would be a fairly large one and if the amenities were suit- 
able it would be possible to deal with all types of psychiatric disorder, includ- 
ing the affective ones which respond to special therapies. Such a department 
would have the social advantages of being free from the legal aspects of 
admission to a mental hospital. 

The most important function of geriatric hospitals or wards, however, is 
rehabilitation of the aged sick. The prospects of rehabilitation in many cases 
is greatly increased by the general psychological atmosphere of the wards. 
It is difficult to maintain the demonstration of rehabilitation among these 
patients, many of whom have fatal illnesses. This makes classification and 
segregation of the various similar types of patient an essential preliminary 
to treatment. Physiotherapy and occupational therapy of a diversional type 
are important auxilliaries and an enthusiastic nursing staff, well equipped 
with walking aids, form the centre of the rehabilitative team. Social workers 
are required to help in making arrangements with the various official and 
voluntary agencies who can help when the patient resumes life outside the 
hospital. 

Where possible, of course, treatment at home will be preferred with the 
supervision of the local doctor and district nurse, and domestic help. The 
provision of mobile physiotherapy teams (with equipment cars) in some dis- 
tricts has proved a useful means of keeping hospital beds in circulation. 


bho 
un 
aa 


GERIATRICS 


2. For the infirm and senescent. These two categories—often mixed 
together—require a certain amount of nursing care in addition to the domestic 


aid postulated for some non-sick aged. When this condition is admitted and 
care cannot be supplied otherwise, it is desirable that accommodation of a 


hostel type should be available. It is appropriate that this should be annexed 
to a hospital in order that medical supervision should be maintained and 
therapeutic measures, such as physiotherapy, be made easily available. It is 
essential that gardens, verandahs and aids to walking be available for those 
people who cannot move about much. Voluntary services, occupational diver- 
sions and entertainments are important aspects of this organisation. Special 
buildings for this purpose are, so far, negligible in number, but of necessity 
some of our hospitals catering for the aged have equivalent departments for 
these cases. 

3. For the bedridden and senile. Full nursing supervision is required 
for these categories of patient. It has been found that the somewhat monot- 
onous and often unpleasant nursing duties associated with these cases in 
hospital is more happily carried out by part-time nurses’ working in 
4- or 6-hour shifts. This system is also advantageous to the patient in pro- 
viding a more frequent change of company. The hospital department for 
these cases should be regarded as a long-term annexe and should have access 
to the same facilities as provided for the other patients. Occupational and 
physiotherapies will be required for diversional and palliative or preventive 
purposes. Periodic reviews of the patients in the light of clinical progress and 
advances in treatment is an important duty of those who supervise these 
chronic aged sick people. Once again the aid of voluntary workers to pro- 
vide the friendly extensions of the services and some of the entertainments 
is to be sought—for outside contact is one of the greatest factors for main- 
taining morale. 

A fairly strict segregation of the psychiatric casualties of age is neces- 
sary, as senile confused cases usually create disturbance at night, tend to 
suffer injury by leaving their beds without assistance, and require regular 


SUMMARY OF PRINCIPLES 
It is postulated that, though the line between the different classes of 
aged socio-medical categories is frequently a thin one, each type requires a 
different type of care. It is desirable that old people should be helped to 
remain in their own homes as long as possible, even if this means providing 
special forms of help. There is scope for expansion of preventive personal 
services which would help the individual to maintain his capacities to the 
maximum. Diagnostic and convalescent facilities are still in need of expan- 
sion. Medical advice regarding constitutional tendencies, hygiene and social 
relationships is not sufficiently utilised nor provided. 
30th where home care is possible and where admission to an institution 
is necessary, the maintenance of contact with other people and of the facili- 
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ties for contributing something to the lives of those around are almost as 
necessary as the medical and nursing services provided. To fulfil these re- 
quirements a great increase is required in the provision of the various types 
of houses, hostels and classified hospital wards and in organised voluntary 


services for the aged. 
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SOCIAL MEDICINE OF OLD 
AGE: Report of an Inquiry in Wol- 
verhampton. J. H. Sheldon, M.D., 
F. R. C. P. (London) Director of 
Medicine, The Royal Hospital, Wol- 
verhampton. Published for the trus- 
tees of the Nuffield Foundation by 
Geoffrey Cumberlege, Oxford Uni- 
versity Press, London, 1948. 228 pp. 
5 s. Net. 

This report is a survey of the social 
and medical aspects of old age, taken 
from a random sample of old people in 
Wolverhampton, a_ typical 
England. The result is a valuable and 
original contribution to medical litera- 
ture. Contents of this report are as fol- 


town in- 


lows: Explanation of the Survey; 
Physical State of Old People Living 
at Home 1) General 2) Local Symp- 
toms ; Mental State of Old People Liv- 
ing at Home; Domestic Structure; 
Management of Illness in the Home; 
Need for Further Inquiries ; Question- 
naire Used in the Survey; Statistical 
Tables. 

As L. Farrer-Brown, Secretary of 
the Nuffield Foundation, has stated in 
the Foreword, it is hoped that this re- 
port may be a guide to those concerned 
in the welfare of old people, and may 
stimulate further intensive study of the 
problems of old age. 
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THE GORDIAN KNOT OF ARTHRITIS 


For too long a large majority of arthritics have been denied the benefit 
of current knowledge, let alone appropriate therapeutics, in the control of 
their malady. However, there are always the few who find means to provide 
themselves with a completely integrated program as offered by the various 
spas and institutions. These return periodically for a course of therapy and 
live comfortably, relatively speaking. But an entirely different picture is 
presented by that great army of joint invalids in income groups that allow 
but an occasional visit to the doctor’s office or a clinic. They soon find them- 
selves unable to be gainfully employed and rapidly progress to a status of 
dependency. Their persistent pain and concomitant limitation in joint func- 
tion leave them as ripe pickings for quacks and the purveyors of nostrums. 
Thus, after years of suffering, they suddenly find themselves impoverished 
and in extreme cases as arthritic “vegetables’”—even unable to take care of 
their personal needs. 

For too long have arthritis and allied rheumatic conditions been the 
undramatic stepchildren of medicine. And yet, they are responsible for more 
time lost from work and persistent discomfort than any other single disease. 
The time has come when the medical profession must take more than a 
casual interest in a disease in which much can be done prophylactically by 
individualizing treatment along lines of a broad and all-inclusive program. 
For in this field, to rely on a single procedure such as a pet “shot” or an 
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occasional diathermy treatment, no matter how expertly given, will do 
little to lower the number of therapeutic failures. Thus, to treat arthritis 
successfully, one must bring into play simultaneously all the supportive factors 
from the fields of pharmacy, orthopedics, and physiotherapy. 

It would be ideal if there were an adequate number of spas or institutions 
throughout the country equipped to admit these people for study and treat- 
ment. Unfortunately, such is not the case, and if the nation’s arthritics were 
suddenly funneled into them, the few places available would be inundated by 
the avalanche of joint sufferers. Consequently, the responsibility is carried 
to the very door of all practicing physicians. It is for them to exercise all 
their acumen in preventing and correcting deformities, and in providing or 
recommending measures that will re-educate atrophied muscles and restore 
normal body mechanics. To accomplish this, every patient and his or her 
family must be instructed in the routine of active and passive exercise, mas- 
sage, and the various ways of utilizing the benefits of dry heat and hot water 
in the home. It is only through intelligent cooperation of the patient and the 
patient’s family with the doctor, who is fortified with a complete picture for 
the individual case, that some progress can be made in reducing the numbers 
in the ranks of our arthritic legions. Since all those who need it cannot be 
institutionalized, treatment programs as practiced in these institutions 
should be brought to them. 

NATHAN SussMAN, M.D., The Pennsylvania Med. J., March, 1948. 
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FINANCING OLD AGE. Henry W. 
Steinhaus, Research Assistant, Staff 
of the President of Equitable Life 
Assurance Society, National Indus- 
trial Conference Board, Inc., 247 
Park Avenue, New York 17, N. Y. 
1948. 63 pp. 50 cents. 

The author of this monograph has 
tackled one of the biggest social prob- 
lems of today and tomorrow: he has 
undertaken to explore both individual 
and collective means of financing old 
age, a problem which can no longer 
be neglected. He has succeeded well in 





presenting a comprehensive analysis of 
the long-range economic effects of our 
aging population. 

The main subjects are listed as fol- 
lows: 

1. Population Trends in the United 


States 

2. Statistics in Old Age Dependen- 
cy 

3. The Role of Social Insurance 

4. The Role of Government Incen- 
tives 

5. The Role of Insurance and An- 
nuities 
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Dz GES LES FROM CURRENT LITERATURE 


Menopausal Arthritis. 

ARNOLD Rarr. South African Medical 
J., Cape Town, 21 No. 9: 294-298 
(May 10) 1947. 

Females at the menopause pre- 
sent special diagnostic problems 
with complaints of a painful back, 
swelling and pain in the knees, the 
small joints of the hands and wrists. 
This type of arthritis is symmetrical, 
most obviously in the knees, which 
is seldom encountered in males. Re- 
moval of the ovaries or their de- 
struction by radiation is often fol- 
lowed by arthritis. 

Administration of ovarian extracts 
during the menopause benefit the 
patients suffering from atrophic 
arthritis. Endocrine disturbances 
undoubtedly play a very important 
part in the causation of articular and 
nonarticular rheumatism; adminis- 
tration of glandular extracts fre- 
quently produce satisfactory results. 
Involvement of the joints is merely 
one of the manifestations of endo- 
crine imbalance and is due to a com- 
mon cause. However, spondylitis, 
uterine and pelvic neoplasms, some- 
times associated with the menopaus- 
al syndrome, may be mistaken for 
simple arthritis. An empirical treat- 
ment, induced by an erroneous diag- 


nosis, may lead to disastrous results. 
Therefore, the diagnosis of meno- 
pausal arthritis should be very thor- 
ough and include radiography of the 
hands and sacroiliac joints; blood 
sedimentation rate and tibial and 
spinal pitting. The blood sedimen- 
tation rate is probably the most sen- 
sitive method of estimating the de- 
gree of active rheumatism present 
and is a useful guide as to the prog- 
ress of the case and the response to 
the treatment. 

In rheumatoid arthritis the hands 
show the “ebb and flow” of the cal- 
cium “tide.” Decalcification and 
osteoporosis of the metacarpals and 
phalanges is very marked at the ex- 
tremities of the bones. Heberden’s 
nodes are often found in the inter- 
phalangeal joints. With regard to 
the sacroiliac joints, ankylosing 
spondylitis can sometimes be arrest- 
ed and cured if treated at the early 
pre-spondylitic stage with wide field 
X-ray radiation. ; 

The treatment of tibial and spinal 
pitting in menopausal arthritis con- 
sists of (1) Sedation (administration 
of soluble phenobarbitone ¥% gr., 
syr. aurantii m.12, elixir bromoval- 
erian ad dr. 2, pulv. tuinal 1% grs., 
or seconal gr. 1%, the latter being 
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Gram and Gramps are going places — 


since they had 
CUTTER FORMULA 


B.1.P.° 


Lots of nice old ladies and gentlemen, who once 
called wheel chairs “home,” are finding arthritic 


pain relieved—their joints more limber—after 


treatment with B. I. P.* 

Cutter Formula B.I.P. (Bacterial Intravenous 
Protein) is the new name for Cutter Arthritis 
Vaccine-Sherwood Formula—more accurate be- 
cause the more that’s known about this material, 
the more evidence there is that it creates a pro- 
tein desensitization rather than any antigenic 
response. 

Not that we can state exactly ow B.1.P. 
alleviates pain — or appears to slow progress 
of the disease. Reports from the profession, 
however, assure us that it does—in a large 
number of cases. 


“Cutter trade name 


B.I.P. contains 1,000,000 organisms per cc., 
including polyvalent strains of Streptococci 
and Staphylococci (each 30%), and M. catar- 
rhalis, B, Friedlanderiae, and B. influenzae 
(each 10%). 


Will B.I.P. cure or help all patients? No. 
Relapses may even occur in some who are helped, 
but they usually respond to renewed treatment. 
It’s a safe way to start, however, and carries with 
it none of the hazards of gold. Results follow 
B.1.P. therapy in too high a percentage of cases 
to be shrugged off as “natural ebb and flow of 
symptoms.” 
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recommended as a change of the 
routine). (2) Correction of deficien- 
cies (glandular, iron, vitamin, etc.) ; 
vitamin D, including ertron, as dis- 
tinct from calcium, is favored by 
many physicians; intravenous cal- 
cium gluconate 10 per cent solution 
shows remarkable results. (3) Local 
injections of analgesic solution into 
the painful areas and “myalgic 
spots.” (4) Physiotherapy, remedial 
exercises, etc. (5) X-ray therapy. 
The author found the following fac- 
tors to be the most beneficial: 100 
K V., 4 ma., 3 mm., A 1 filter; dist.: 
22 cm., 40-100 r. 

Clinical improvement in painful 
joints is most rapidly attained after 
injection of analgesic solution, then 
strapped with ectoplast if a weight- 
bearing joint like the ankle or knee 
comes into consideration, with local 
X-ray radiation 24 to 48 hours after- 
wards. Manipulation and massage 
are not indicated. 

Bibliography of 12 references. 


Prefrontal Lobotomy in the Chronic 
Depressive States of Old Age. 
ABRAHAM Myerson and Paut G. My- 

ERSON. New England J. of Medicine, 

237 No. 14: 511-512 (October 2) 

1947, 

The operation of prefrontal lobot- 
omy has been widely employed since 
1936 in types of mental illness, the 
course of which has been prolonged 
and the outlook desperate. It con- 
sists of cutting part of the fibers be- 
tween the thalamus and prefrontal 
lobes. The rationale has been to dis- 
associate pathological thinking from 
its emotional reverberation. Mental 
illness in old age is usually regarded 
as a hopeless problem; the realities 
of old age, as well as the lack of 
physical and mental resiliency, make 
most types of therapy extremely 
difficult. It is a frequent clinical ex- 
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perience that old patients react 
poorly to electric shock therapy. 

Four case histories of women over 
sixty years of age with chronic de- 
pressions, whose symptoms were 
greatly alleviated by means of pre- 
frontal lobotomy, are reported. In 
three of them electric shock therapy 
had been given previously with par- 
tial recovery which, however, was 
not permanent. In all of them the 
operation was very successful ; there 
was no impairment of intelligence 
or judgment, and the patients were 
able to meet greatly increased re- 
sponsibilities better than before. 

The clinical syndromes in all four 
cases were similar; the outstanding 
features had been depression, lack 
of energy and retreat on the basis 
of an overwhelming disturbance in 
the affect of the patients. In all four 
cases there was a radical improve- 
ment, both in the way the patient 
felt and in the manner in which she 
behaved. This resulted in marked 
alleviation of tension and distress, 
pronounced in the depressed states. 
The women in question behaved in 
a far more useful and socially ade- 
quate fashion after the operation. In 
one case, however, a definite sense of 
fatigue remained, possibly owing to 
the same factors responsible for de- 
pression, but with the severance of 
the cortico-thalamic pathways, the 
process was no longer experienced 
as a deeply lowered mood. 

It is especially emphasized that 
old people with chronic depressions 
should not be regarded as hopeless 
and doomed to live out their remain- 
ing years in retreat and unhappi- 
ness. Properly performed, prefrontal 
lobotomy can do them no harm. The 
authors have, as yet, experienced no 
failures. It should be stressed that 
only cases in which a year had 
elapsed since the operation have 
been reported. 

Bibliography of 3 references. 























Older patients whose digestion is impaired, 
but whose activities require more than an 
invalid’s diet, can be helped by modern gel- 
cookery. 

By this method of food preparation Knox 
gelatine is combined with an endless variety 
of food combinations—such as fish, meats, 
eggs, vegetables, fruits or other foods within 
a prescribed diet, to make dietary eating a 
pleasure rather than a chore. 

Unlike factory-flavored gelatine dessert 
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and only about 10 percent gelatine, Knox 
gelatine is all protein, no sugar. 
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Place over hot water 
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Stir until dissolved 
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Add: 4 teaspoon salt 
Slowly add the milk mixture to the beaten yolks. 
Return to the double boiler and cook, stirring 
constantly, until mixture is of soft custard con- 
sistency. Remove from heat. 

Add: 1 teaspoon vanilla 

Beat: 3 egg whites until stiff 
Fold into custard mixture. Pour into one large or 
individual molds that have been rinsed in cold 
water. Chill until firm. Unmold and serve with 
whipped cream or fruit. Note: This mixture will 
separate and form a jelly on the bottom and a 
fluffy custard on top. If you do not wish this 
separation, allow custard to cool until mixture 
begins to stiffen before adding the stiffly beaten 
egg whites. - 
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The Inulin Test for Examination of 
Kidney Function in Hypertrophy 
of the Prostate. 

A. ScHaFFNER, Basel, Schweizerische 
Medizinische Wochenschrift, 77, 
No. 3:127-128 (Jan. 18), 1947. 
The advantage of inulin, a polysac- 

charyde found in Inula, Dahlia, Jeru- 
salem artichoke, and other plants, lies 
in the fact that the excretion of inulin 
represents exclusively a means of 
measurement for the function of the 
glomeruli. 

By comparing the quantity elimi- 
nated in the urine with that of the 
tubular return resorption in the blood, 
it has become possible to evaluate bet- 
ter than formerly the various func- 
tional disturbances of the kidney 
against one another. 

In cases of hypertrophy of the pros- 
tate, most of all the tubular apparatus 
is injured; whereas in arteriosclerosis 
the glomerular apparatus is preponder- 
antly affected. 

For the indication of prostatectomy, 
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the inulin test, therefore, represents a 
further valuable addition to the diag- 
nostic facilities. 


Anticoagulant Medication (Heparin, 
Dicumarol) in the Treatment of 
Thromboses of the Retinal Veins. 

A. PaLtomar PaAtomar, Arclivos de 
la Sociedad Oftalmolégica Hispano- 
Americana 7 No. 3: 247-264 
(March) 1947. 

It is an indisputable fact that if re- 
course is taken to anticoagulant medi- 
cation in cases of retinal thrombosis 
this is generally helpful ; however, our 
optimism should not extend so far as 
to expect that such treatment also in- 
duces regression of thrombi already 
existing. The actual indication for ad- 
ministration of heparin or dicumarol, 
or any other preparation of this type, is 
the stage prior to the development of 
the clot in a blood vessel. 

A case of a man aged 65 suffering 
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from retinal thrombosis is described in 
detail ; having received large quantities 
of vitamin K, following four transfu- 
sions, almost two weeks after interrup- 
tion of the medication and treatment, 
the prothrombin index finally rose very 
slowly. ; 

Before the therapy was instituted 
careful investigations regarding previ- 
ous hemorrhage were made in all cases, 
especially when one of the eyes pre- 
sented a senile aspect and showed 
capillaritis. In the case mentioned, ad- 
ministration of dicumarol was made 
only after previous examination by an 
internist. The daily doses of dicumarol 
in adult patients, administered orally, 
fluctuates between 100 and 200 mg., 
taken in one or in half doses twice a 
day. Generally after 36 to 48 hours 
coagulation sets in rapidly. Quick’s 
prothrombin index should not be below 
15 or 20 per cent. Hypoprothrombine- 
mia provoked by dicumarol is persist- 
ent for several days after interruption 
of administration of the medicament 
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and may become even more accentu- 
ated two or three days later. 

The daily dose of heparin applied 
was 20 centigrams during the first 5 
days in patients weighing 60 to 70 
kilogram (132 to 154 lbs.) ; this treat- 
ment resulting mostly in 40 to 20 per 
hundred Quick’s prothrombin index. 
It is necessary to interrupt the therapy 
for two or three days, then to resume 
it with administration of a sufficient 
quantity so that the limit of Quick’s 
test be maintained around the afore- 
mentioned amounts. 

In four patients in whom coagulation 
time fluctuated considerably between 
the physiological values, daily intra- 
venous injections of 150 to 300 mg. 
were made during the first few days, 
followed by 100 to 150 mg. during the 
following days. No hemorrhagic com- 
plications of any kind resulted. 

Aside from certain slight hemor- 
rhagic complications, only a small num- 
ber of cases presented temporary 
manifestations of gastrointestinal in- 
tolerance. 
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OVATA CONCENTRATE 


Burton, Parsons ¥ Co. 1515 u st., N. W., WASHINGTON 9, D. C. 


intestinal lining. Elderly patients who have had difficulty with 
bowel-movements for several years will find sharp relief 


in the easy, well lubricated evacuations KONSYL treatment 


will afford them. Send for a free professional sample today 


and test the benefits of KONSYL in your own practice. 


*Source—U. S. Public Health Service Survey showed 22.8% 














Case History of an overweight streetcar-operator... 





“Dexedrine’ Sulfate — because it curbed appetite and 





lowered food intake—enabled even this extremely 
obese patient to lose weight easily and safely without 
the use (and risk) of such potentially dangerous drugs 
as thyroid. , 

Patient before treatment (age 53; height 5’ 10%") 
weighed 352 pounds... was suffering from hyperten- 
sion, nervousness and dyspnea... lived in fear of caus- 
ing an accident while on duty. Overeating was the 


only demonstrable cause of his obesity. 


Therapy: ‘Dexedrine’ (15 me. A.C.t.i.d.) Results: Weight B.P. Pulse 





March, 1946..... ‘Dexedrine’ therapy begun....... 352 280/152 86 
November, 1946 . . 8th month of ‘Dexedrine’ therapy . 269 160/84 86 


January, 1948 .... 22nd month of ‘Dexedrine’ therapy . 234 158/84 86 


In addition to the weight reduction of 118 pounds 
and theconcurrent lowering of blood pressure, a remark- 
able improvement is reported in the patient’s mood and 
outlook. Earlier nervousness and fears have vanished. 


Dexedrine* Sulfate tablets and elixir. ... the most eflec- 





tive drug for control of appetite in weight reduction. 





Smith, Kline & French Laboratories Philadelphia 


@T.m. REG. U.S. PAT. OFF. FOR DEXTRO-AMPHETAMING SULFATE, S. KP 











For This—and Every Ice Bag Need! 


DAVOL specializes in a wide variety of ice bags 
for surgical as well as household use. Many were designed 
with the help of doctors. All Davol Molded Ice Bags have an 
exclusive, patented pebbled inside surface to prevent sides 
from sticking together when not in use. All are skillfully 
constructed to fit comfortably the part of the body for which 


No. 385—Handmade. With they are intended. 
spring. For throat, forehead and 














ying, . Made by specialists, there is a Davol Ice Bag for every 
No. 384 same, without spring. i p ie : 
special need! The enlarged tonsil condition illustrated above 
is only one. 






DAVOL 





ie DAVOL RUBBER COMPANY 
No. 9775. Lightweight. For throat, PROVIDENCE 2, RHODE ISLAND 


forehead and eyes. Pure gum latex. 






No. 420— 
Handmade. 
For hospital 
use. Made of 
cloth inserted 
rubber, with 
4 tie-on tabs. 


No. 424—For 
throat and spinal 
application, 


No. 402— Molded. 
For head and gen- 
ral use. 








Pyridium is virtually nontoxic in therapeutic dosage. It 
may be employed safely in recommended dosage through- 
out the course of treatment of most cases of uncompli- 
cated urogenital infections. 

Conveniently administered by mouth in a dosage of 
2 tablets t.i.d.; this well-tolerated agent affords prompt 
relief of distressing urinary symptoms in a high percent- 
age of cases. 

Following oral administration, Pyridium produces a 
definite analgesic effect on the urogenital mucosa. This 
action contributes to the prompt and effective relief that 
is so gratifying to patients suffering with distressing 
urinary symptoms. Literature on Request. 


PYRIDIUM’ 


(Brand of Phenylazo-diamino-pyridine HCl) 
MERCK & CO., Inc. RAHWAY, N. J. 
Manufacturing Chemists 


in Canada: MERCK & CO., Ltd. Montreal, Que. 





an important 
attribute of 
PYRIDIUM™ 


Pyridium is the trade-mark of 

the Pyridium Corporation for 

ts Brand of Phenylazo- 

diamino-pyridine HCl. Merck 

& Co., Inc., sole distributors 
h the United Stotes 
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| GASTROENTERITIS 
AND COLITIS 


Paocin exerts a valuable local detoxifying and 
demulcent influence in acute gastroenteritis and colitis 
so frequently encountered during the hot summer 
season. Through this combined action, it reduces the frequency 
of liquid stools, and controls the associated discomfort. 

It presents a suspension of colloidal kaolin and pectin in a 
pleasantly palatable vehicle. By combining the powerful absorbing 
faculty of kaolin with the detoxicant influence of pectin—the well known 
therapeutic principle of fresh apples—- Paocin is a quick acting, highly 
effective antidiarrheal preparation. It does not paralyze intestinal 
activity, but instead combats diarrhea by both toxin neutralization and 
by its demulcent soothing action on inflamed intestinal mucosa. These 
actions are particularly valuable in all types of functional 
diarrhea, as well as in ulcerative colitis. 

Paocin is supplied in gallon and pint bottles. Also available in tablet 
form, in bottles of 1,000, 500, and 100. At all pharmacies. 
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PECTIN, 4 gr. 
and 
COLLOIDAL 
KAOLIN, 180 gr. 
in each fl. ounce 


THE S. E. MASSENGILL COMPANY 


Bristol, Tenn.—Va. 
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So 3 


Should 


When examination shows that elderly patients 

should give up coffee, you know that they’ll 

resist less—and find it easier not to “‘backslide”’ 
if you recommend POSTUM instead. 

So, to help you help your patients to follow 
your good advice, we’ll be happy to send them 
—with your compliments and ours—one week’s 
supply of postum, free of charge. 

Simply list their names and addresses on the 
address form at right and mail to postum, Box 
57, Battle Creek, Michigan. Very promptly 
your patients will receive their free POSTUM 
... Of course, this places no obligation of any 
kind upon either you or your patients. 

* * * 

In susceptible individuals excessive use of caffein 
produces abnormal acid secretions that harmfully 
affect the lining of the stomach. Caffein also is a 
stimulant that acts on the brain and central nerv- 
ous system. While many people can drink coffee 
or tea without ill-effect—for others, even one or 
two cups may result in indigestion, hypertension 
and sleepless nights. See ‘‘Caffein and Peptic Ulcer’ 
by Drs. J. A. Roth, A. C. Ivy, and A. J. Atkinson— 

A. M. A. Journal, Nov. 25, 1944. 
POSTUM 22::°2: 
GENERAL FOODS 





some of your patients’ names 
be entered here? 


NAME 
STREET. 
CITY. STATE 











NAME 
STREET. 
CITY STATE. 











NAME 
STREET. 
CITY. SATE. 











NAME 
STREET. 
CITY. STATE 


DOCTOR'S NAME 

















STREET 
CITY. | | 





Return to: Postum, Box 57, Battle Creek, Michigan 
any time before Sept. 1, 1948 


Offer good only in continental U.S. A. 


—— 












REQUIREMENTS 






Tue widely varying demands imposed upon the organ- 
ism by physical activity cannot always be met by even 
a well-balanced dietary, since food requirements are 
based on average daily needs. 

Following periods of strenuous physical activity in 
play, games or work, when the usual stores of carbo- 
hydrate energy may become temporarily depleted, both 
children and adults find pleasure in turning to candy 
as a source of quickly available food energy. Not only 
are the metabolic demands met by the easily digested, 
quickly utilized nutrients in candy, but appetite is also 
momentarily appeased. 





NATIONAL 


= of the CONFECTIONERS 
ASSOCIATION 


4 
! NORTH LA SALLE ST. ' 
CHICAGO 2.,!LLINOIS 
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need not be unseasoned 


\ 


Neocurtasal, the new seasoning agent 
for salt (sodium)-free diets, tastes and 
looks like table salt. Patients permitted 
to sprinkle Neocurtasal to suit their 
taste follow dietary directions without 
grudging hesitation. 2 oz. shakers and 
8 oz. bottles. 


sodium-iree seasoning agent 


WINTHROP: STEARNS 


a\ 


New York 13, N. Y. WINDSOR, ONT. 


NEOCURTASAL, trademark reg. U. S. & Canado 
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NEOCURTASAL 











Hand in Glove 


with Advanced Age 


There is a way to lighten the burden of nutritional 
privation in older individuals. The method is the routine 
prescription of GERILAC to supplement the diet of your 
elderly patients. This will be particularly appreciated by those 


with whom material want goes “hand in glove” with advanced age. 


At a cost of only 19¢ a day, Gerilac is all the more 
economical because it does not require mixing with milk. One 
reliquefied pint of Gerilae provides }3 of the proteins, a full 
allowance of each of the necessary vitamins* and minerals, 
and 300 calories in two 8-ounce glasses of tasty drink. 
With this fortified formula of spray dried whole milk and 
skim milk, Gerilae provides a specifically designed 


economical preparation for the aged. 


GERILAC 


the pleasant complete nutritional 


supplement for the aged <=> 
or — 


Gerilac. 


BORDEN'S PRESCRIPTION PRODUCTS DIVISION 350 Madison Avenue, New York 17, N. Y. 


*as recommended by the National Research Council 





